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( With five temperature charts.) 


sion, I think that much has been written that is con- 
fusing, even misleading, many observers having laid down 
too hard and fast rules, particularly in regard to the tempera- 
ture curve and the occurrence of chills. 

These observations are based on fifteen cases, five of which 
have been in my own practice and will be described in detail 
later. 

Among the symptoms and signs which have been enumer- 
ated are: chill, temperature, pulse, respiratory, digestive, cuta- 
neous, mental, and eye symptoms; and those appearances 
peculiar to the mastoid and neck. 

First: Temperature. Thisisthe most important ofall the 
symptoms and signs of sinus and jugular involvement and 
is usually the only one that can be depended on. When 
characteristic, the sinus should be opened regardless of other 
symptoms. 

The temperature in this affection is that peculiar to pus ! 
absorption, and, if typical, is characterized by a sudden 
rise, followed by an equally sudden fall. This very charac- 
teristic temperature curve has led to much error in the de- 
scription of this, our most important symptom. Fora glance 
at the accompanying charts shows, in several instances, a 
gradual rise, followed by a gradual fall, extending over a 
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period of from six to twelve hours; and, in some cases, as much 
as twenty-four. Another fallacy regarding the temperature 
is that it should reach 104°, 105°, or 106° F._ If we wait long 
enough before operating, the temperature w2// reach the 
above figures, but there are many cases, especially after the 
mastoid has been cleaned out, where a temperature ranging 
from 101° to 103° is sufficient reason for us to open the sinus. 

Second: Chill. This may vary from a pronounced rigor 
to merely chilly sensations of the extremities, and may es- 
cape detection unless carefully watched for. I think the im- 
portance of this symptom has been overrated. If present, it 
is perhaps as important as the temperature, but the point I 
especially wish to emphasize is its frequent absence, occur- 
ring in only one of the five cases here reported. 

Third: Respiration is dependent onthe temperature, be- 
ing rapid when the temperature is high and going back to 
normal, or nearly so, when the temperature reaches normal. 

Fourth: Pulse is usually somewhat rapid, and when the 
temperature rises often goes to 140 or 150 and scarcely ever 
gets back to normal even though the temperature does so. 

Fifth: Cutaneous. When there are chills they are always 
followed by sweating, but when there is no chill the skin is 
parched and dry. The yellow hue of the skin is not observed 
until very late in-the septic process. 

Sixth: Digestion. The fetid breath, cracked lips, and 
sordes on the teeth have often led toa diagnosis of typhoid, 
as occurred in Case 2 of this series. 

Seventh: Mental. The mind is not especially affected, 
being influenced as in other diseases by the temperature. 

Eighth: General. In the early stages of the disease,when 
the temperature is low, the patient feels very well and we are 
soothed with the false hope that he is better, but if the con- 
dition is not relieved there is a rapid loss of flesh and strength 
and the marked emaciation and debilitation are striking. 

Ninth: Eyesymptoms. Optic neuritis in the cases com- 
ing under my observation has been very rare; indeed, it was 
more frequent in cases of epidural abscess than in sinus 
thrombosis. 
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Tenth: Local symptoms. I must confess to an inability 
to judge of the contents of the sinus from knowledge gained 
by an inspection of the mastoid, so cannot understand the 
statement that an cedema over the mastoid speaks for sinus 
thrombosis, nor have I ever felt the cord-like swelling and in- 
duration over the course of the jugular. After the sinus has 
been exposed, much stress has been laid on its appearance 
and “feel’”’ as an aid to diagnosis. A discoloration of the 
sinus is of the slightest significance from a diagnostic stand- 
point. The presence of granulationson the sinus wall argues 
against its involvement, for this is a barrier which nature has 
thrown out between the infective process and the blood 
current. The aid in diagnosis gained by a palpation of the 
sinus is in many cases misleading, and I have seen uninvolved 
sinuses opened and involved ones left alone by relying on 
this sign. Furthermore, granulations on the sinus wall 
greatly lessen the ability to detect by palpation the presence 
ofathrombus. Nor has the experiment of Dr. Fred. Whiting 
been of any aid to me, and should the sinus be clotted, es- 
pecially with a parietal thrombus, I think that this experi- 
ment is positively dangerous, for by the firm pressure and 
milking required we may force particles of infected matter 
into the circulation. 

The presence or absence of pulsation is of no significance. 


Treatment.—Let me emphasize in the beginning the great 
necessity of rapid operation, for these patients are, very fre- 
quently, exhausted by the disease before a diagnosis can be 
established, and they bear the anesthetic badly. I think 
that all of us have too great a respect for the sinus, making 
us put off opening it longer than weshould. Ifthe tempera- 
ture has been indicative of sinus involvement, we should open 
it at the time of the mastoid operation even though its ap- 
pearance and feel do not indicate the presence of clot. It 
will be found in many cases that the bony wall is softened 
and frequently the sinus exposed by the infective process, in 
which case further exposure for inspection and treatment 
can be most readily gained with the rongeur. While I know 
that the rongeur subjects the sinus to more or less pressure 
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I think it decidedly a safer instrument than the chisel. If 
we use the latter, it requires the greatest care, thereby sacri- 
ficing valuable time. Another objection to the chisel is the 
great danger of accidentally wounding the sinus either with 
its edge or by driving a spicule of bone through the wall. 
An accidental wounding of a sinus which bleeds is most un- 
fortunate, because it is done at a time when the field is not 
prepared, the flow of blood greatly hampering us in any fur- 
ther work in the wound and obscuring a proper inspection of 
the sinus. Should the bony sinus wall be not eroded or 
softened, the chisel cutting at a tangent to the vessel is 
the instrument par excellence to secure an initial opening. 
When the sinus has been sufficiently exposed—and I mean 
by this from the knee, or above it if necessary—well down to- 
ward the bulb and it is decided to open it, two gauze rolls 
are made, one placed above and the other below where we 
wish to make pressure. The operator takes one and the as- 
sistant the other, but no pressure should be made until there 
is free bleeding, for we may thus detach pieces of the clot and 
force them away from the wound, whereas if the blood is al- 
lowed to flow out of the wound, viz., in the direction of least 
resistance, these particles will be swept out of the circulation. 
After free bleeding is established from either direction, pres- 
sure can then be made, the interior of the sinus wall ex- 
amined, and the other end looked after. An accident to be 
avoided in a thrombosed, contracted sinus is going through 
both walls of the sinus and entering the duralcavity. I have 
seen this accident happen. 

Should the thrombus be situated either primarily or sec- 
ondarily in the bulb, we should at once expose and resect 
the jugular vein, for from the anatomical arrangement of the 
parts the bulb cannot be efficiently curetted, and it is danger- 
ous and unsurgical to loosen in a blind tube an infective clot 
which may be swept toward the heart. Any one who has 
seen the alternate filling and collapse of the jugular after its 
exposure cannot fail to be struck with the negative pressure, 
amounting to suction during inspiration. It is unnecessary 
to describe in detail the resection of the jugular vein, but I 
wish to call attention to one or two points. 
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The first and most important is rapid operation, 30 min- 
utes being sufficient time in any case in which to resect the 
jugular. 

In preparing the neck the greatest gentleness must be em- 
ployed, and in no case should there be violent scrubbing, as 
by this means particles of infective material may be loos- 
ened and carried into the circulation. Instead of remov- 
ing the vein from the base of the skull to the clavicle, thus 
leaving the infected upper end to drain into and infect the 
neck wound, I have in my last cases resected the vein only 
from the facial downward and brought the upper end out 
of the upper angle of the wound, by this means successfully 
avoiding infection. 

In every case in which the neck wound has been closed at 
the time of operation it has become infected, so I now leave 
it open and pack it, drawing it together with adhesive strips 
at the first dressing. 


Case 1.—J. B.,col.,agedten. Walked into my clinic at St.Vin- 
cent’s Hospital Aug. 9, 1901. The child’s mother stated that a 
companion had run a stick into the patient’s ear while he was 
asleep three weeks previously, since which time the ear had been 
discharging. There had been much pain for three days prior to 
my seeing him. Otoscopic examination revealed a profuse puru- 
lent discharge which upon being wiped away showed a large per- 
foration in the posterior inferior quadrant of the membrana 
tympani. Mastoid exquisitely tender and cedematous. T. 102° 
F.; P. 95. Patient was admitted to hospital at 3 P.M., and canal 
ordered douched every two hours with bichloride solution 1:4000, 

The temperature was 104.5° at 6 P.M., but gradually dropped 
to roo° F, in the next 12 hours. Operation 6 hours later dis- 
closed mastoid antrum and cells filled with granulation tissue and 
pus. The sinus groove was not softened or discolored, so the 
sinus was not exposed. 

By to A.M. on the day following, the temperature again 
reached 104°F. and it was decided to expose and open the sinus. 
Under chloroform the bone was removed from over sinus with 
chisel and rongeur for about 1 1/2 inches. The sinus was then 
slit with a knife and found to be occluded with a firm, partially or- 
ganized clot extending for about one inch beyond the knee in its 
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torcular end. This was removed witha curette and free bleeding 
established. I now tried to establish the circulation from below, 
but found this impossible, although the bone was removed well 
down in the direction of the bulb. 
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The jugular was now exposed and its wall was found to be thick- 
ened and its lumen occluded down to the entrance of the facial. 
It was tied off just above the clavicle and cut between two liga- 
tures and was excised at its exit from the jugular foramen. The 
wound closed and the patient returned to bed at 3.30 p.m. His 
condition was very good until 12 o’clock the next day, the tem- 
perature then being 102° F., when the patient suddenly collapsed 
and died in about two hours. I have always been unable to ac- 
count for this sudden collapse and death. An autopsy could not 
be obtained. 


CaAsE 2.—I was called April 1, 1902, to see Philip C., aged seven. 
He had lived up to six months previously in a malarial district 
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and had had frequent attacks of chillsand fever. Two days pre- 
vious to my first visit the child had complained of slight earache 
and had a temperature of 104° F. The next day he suffered 
almost continuously with nausea and vomiting with temperature 
of 102° in the morning and 104° in the afternoon. I was now 
called and found the child listless and fretful, and still vomiting 
everythingtaken. He complained of chilly sensations during the 
day and the temperature was 102.4°-. The mastoid showed only 
moderate tenderness. Otoscopic examination showed a bulging 
membrane with a very small perforation, so the membrane was 
thoroughly divided under nitrous oxide and a Leiter coil applied. 


WARD. 
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The next day the temperature reached 103.6° and I strongly ad- 
vised operation, as I did every day until it was finally consented 
to. For the next two days the condition was unchanged, the 
temperature remaining between 102° and 103°, but for the fol- 
lowing 48 hours the general condition and temperature curve were 
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much more favorable, but this improvement was followed by a 
marked chill and temperature of 105.4°, with sudden return to 
normal, there to remain for 24 hours, when he had another chill 
and a temperature of 104°. 

I would say in extenuation for this criminal delay that I had 
strongly advised operation daily for seven days. It was now con- 
sented to and exploration of the mastoid showed a very much 
involved process and an epidural abscess on the anterior sinus 
wall in front of the knee. The wall itself was not discolored 
and had a normal “feel” so it was not opened, the amount of 
pus already found being thought sufficient to account for the 
symptoms, but should such a case occur with me now I would 
open the sinus regardless of all local signs. Twelve hours after 
the operation on the mastoid the patient had another chill, 
followed by temperature of 104.5°. The sinus was now opened, 
revealing a well organized clot extending upwards to within an 
inch of the torcular. No bleeding being got from the jugular 
end on opening the sinus as low down as possible, the usual jugular 
exposure was made, showing the clot extending one inch into the 
neck below the bulb, so the vein was resected from this point 
to the clavicle. Wound packed with gauze. The temperature 
never again rose above 1004° and the recovery was rapid and 
uneventful. 


CasE 3.—Va. B., age six years. Referred to me by Dr. Chas. 
T. Parrish, of Portsmouth, Va., with history of earache, some dis- 
charge, and temperature of 103° at times, taken irregularly for 
three days previously. Examination showed slight discharge in 
the canal and a small perforation in the anterior inferior quadrant 
of abulging membrane. Mastoid exquisitely tender. Was im- 
mediately sent to hospital and the A/¢ thoroughly incised under 
nitrous oxide. The temperature reached 103° six hours later, 
and as there was a profuse discharge and the tenderness had 
not lessened, I operated at 2 p.m. the next day, and found only 
a moderate disease of the mastoid bone but the antrum and tip 
cell were filled with sero-purulent fluid. The sinus groove was 
somewhat softened and the sinus was exposed over a small 
area, but no granulation or discoloration was perceived. Seven 
hours later the temperature reached 103°, but fell suddenly to 98°. 
During the next 36 hours the temperature was irregular, ranging 
from normal to 102°, and at the end of the above-mentioned pe- 
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riod went to 103°. _I now did a very unwise thing, viz., aspirated 
the sinus, and as I got fluid blood, was misled as to its condition, 
which caused me to delay the resection of the jugular for three 
days longer than I otherwise would have done. In view of the 
subsequent findings this was originally a case of primary bulb 
thrombosis which had not extended up to the point where the 
needle entered the sinus 4 inch below the knee. Twelve hours 
after the aspiration the temperature reached 104.2°, and had I not 
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been misled by the result of the aspiration, I would now have 
opened the sinus instead of waiting for three days while the tem- 
perature played between 100° and 103° to finally again reach 104°. 
I then opened the sinus and resected the jugular. I first made a 
thorough exposure of the sinus from the knee almost to the bulb. 





198 B. R. Kennon. 


I then slit it thoroughly with a knife, beginning below and going 
upward to the knee. The sinus was found filled with a soft clot 
not adherent to its wall, and when the knife reached the knee the 
blood pressure gradually forced out a clot fully two inches in 
length and rat-tailed in shape, which must have reached almost 
to the torcular. I did not attempt to get bleeding from below, 
but immediately exposed the vein and found it firmly clotted for 
an inch after its exit from the foramen. - I tied it off below just 
above the clavicle and, after having tied off its facial and lingual 
branches, cut it off just below the bulb. The wound was then 
closed. The temperature was normal six hours after the opera- 
tion, and the patient made an uneventful recovery except for in- 
fection of the neck wound. 


Case 4.—P. D. G., aged twenty-one months, was referred to me 
by Dr. Lomax Gwathmey, of Norfolk, on Nov. 2, 1904, who 
had seen the patient for the first time 24 hours previously. The 
mother stated that the child had had earache 2 weeks previously 
lasting for several hours, followed the next day by a discharge 
from both ears, which had continued. She had taken the tem- 
perature every day, and especially when the child seemed to have 
fever, and on some days the temperature was as high as 103°, 
while on others, and for several succeeding days, it was normal. 

This case was complicated by bronchitis and a follicular tonsil- 
litis, either of which, but especially the latter, might have caused 
the temperature. The next day the temperature fell to normal, 
and did not rise again for 24 hours, when it again reached 
103°. At this time an enlargement of the cervical glands de- 
veloped on both sides, just behind the angle of the jaw, but more 
marked on the left. I now advised operation, and after some de- 
lay it was consented to. I operated on the left mastoid solely 
on account of the greater involvement of the cervical glands on 
that side, as from otoscopic examination both sides appeared to 
be equally involved. There was only moderate mastoid in- 
volvement, and as the bony groove was neither discolored nor 
softened I did not expose the sinus, but felt so sure of sinus 
involvement, and realizing the importance of not opening the 
uninvolved sinus first, I exposed the vein, and while I was of the 
opinion that the flow of blood from above was not in normal 
amount consultants thought otherwise. So the vein was left 
alone, and the wound closed. In 24 hours succeeding the mastoid 
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operation the temperature went to 103.8°, then to 102.2°, then to 
104.2°, when it again receded to 102°, to go in the next 12 hours 
viz., forty-eight hours after the operation on the mastoid, to 104°. 
It gradually receded to 100$°, and remained practically at this 
for the succeeding 6 days. On the afternoon of the sixth day it 
went to 1054°. I operated the next day, first exploring the mas- 
toid of the right side, since the right ear was still discharging, but 
found pus confined to the antrum. The left sinus was then ex- 
posed for about 14 inches and incised, from below upward. It 
was found occluded by a well organized clot extending for 4 inch 
beyond the knee in its torcular end. The clot was removed and 
a free flow of blood established, from above. There was no bleed- 
ing from below, although the bone was removed, and the sinus 
slit almost to the bulb. I now reopened the neck wound, ex- 
tended it to the clavicle, and found the vein occluded for 14 
inches below its exit from the jugular foramen. The vein was 
then tied off just above the clavicle, and resected up to the en- 
trance of the facial, and upper end brought out at the upper angle 
of the wound, and the wound packed without an attempt to close 
it. Twenty-four hours after the jugular resection the tempera- 
ture reached 103.8°, and the next day 104.8°, when an erysipelas 
of the mastoid wound, auricle, and cheek developed, to subside in 
the next three days, but the temperature ran irregularly for ten 
days longer, frequently reaching 103°, and on the last day 103.8°, 
after which it suddenly returned to normal and there remained. 


Case 5.—A. S., col., aged fifteen years, walked into my clinic 
at St. Vincent’s Hospital Oct. 10, 1905, with the following history : 
Had had a running ear since childhood, which never gave any 
special trouble until three weeks ago, when she began to have 
severe pain in the ear and side of head, which had continued 
with remission of a few hours to several days, until she presented 
herself for treatment. Otoscopic examination showed a canal 
filled with foul-smelling, thick, yellow pus which when wiped 
away showed absence of J// and cholesteatomatous material at 
bottom of canal. Swelling under sterno-mastoid indicative of 
Bezold’s mastoiditis. T. 100.9° F. Was admitted to hospital at 
3-30 P.M., and the temperature reached 104.4° at 8p.m. Operation 
8 a.m. Usual mastoid incision. The cortex seemed normal, 
but when the periosteum was retracted forward it was found that 
the anterior wall of the mastoid and posterior bony canal were 
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absorbed. The cortex was then cut away, and the whole cavity 
of the mastoid was found to be filled with a cholesteatomatous’ 
mass from the tip to the inner table of the middle fossa and 
backward beyond the sinus. Neither the inner table of the mid- 
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dle fossa nor the bony sinus wall was eroded; and both were 
hard and white. An opening was made to the neck by removing 
the tip and about four drachms of pus evacuated from under the 
sterno-mastoid. The temperature reached 103.5° three hours 
after the operation, and then gradually declined to 100.8°, and 
did not reach 103° until the next day, viz., twenty-four hours 
after the operation. It again gradually rose during the next 
twelve hours to 104.2°,and again gradually receded during the 
next twenty hours to 100°. I operated the next morning, by first 
exposing and tying off the vein. I found the vein very small to 
the common entrance of its facial and lingual branches, having 
no blood coming from above and remaining empty when cut off 
from below. I then exposed the sinus and opened it freely, when 
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I got a free flow from above and a parietal clot from below with 
the curette, but the thrombus was confined almost entirely to the 
bulb, so that it could not be removed. Having tied the vein 
below just above the clavicle, I brought the upper end out of 
the upper angle of the wound and packed the wound without 
suturing it. The temperature was 102.4° twelve hours after the 
jugular resection, but went to normal three hours later and never 
again rose. 





INFECTIVE SINUS THROMBOSIS; THE VARIE- 
TIES OF GENERAL INFECTION AND 
TREATMENT.’ 


By ARNOLD KNAPP, M.D. 


Forms of systemic Infection. 


HE general symptoms of sinus thrombosis are depend- 

ent on the form of the infective process ; as the result- 
ing clinical pictures are of great assistance in determining 
the method of treatment I should like to describe these 
more fully. 

In the temporal bone,as in the body elsewhere, we can 
distinguish two forms of wound infection from pyogenic 
organisms. First, the form characterized by metastases, with 
interrupted, transient infection of the general circulation ; 
and second, the form without metastases, with continuous 
(toxic and bacterial) infection of the general circulation. 
These two forms may be combined. 

The metastatic or first form of infection is the well-known 
one and the one usually spoken of as pyemia. This in the 
ear is produced by staphylococci, streptococci, rarely pneumo- 
cocci. It is characterized by severe rigors, a typical re- 
mittent temperature curve, pronounced general symptoms, 
and the presence of metastases. 

The form without metastases results from continuous in- 
fection of the circulation with bacteria and their poisons. 
The streptococcus is the most frequent bacterium. The 
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clinical picture is that of a very severe general infection; the 
temperature remains steadily high, the rigors are less marked 
or absent. Associated with marked prostration there may 
be cerebral disturbances, diarrhoea, jaundice, and cutaneous 
eruptions. The wound appears unusually dry, discolored, 
or covered with exudates. Pus and granulations are not 
formed. Finally, in the most extreme form of this general 
infection, sometimes spoken of as otitic sepsis, the clinical 
picture is governed by excessive toxemia, which may rapidly 
lead to cardiac paralysis. Putrefactive (anaérobic) bacteria 
are sometimes associated with pyogenic organisms (colon 
group); this increases the virulence of the pus-producing 
bacteria (streptococcus). The local infection shows a thin, 
fluid, bloody pus (ichorous), with gas production. In acase 
of sinus thrombosis complicating cholesteatoma which I 
recently operated upon, the wall of the sinus was necrotic, 
the lumen was filled with gas, the disintegrated thrombus 
had the same penetrating fecal odor which appendicu- 
lar abscesses so frequently possess. The patient died of 
pneumonia. 

Theoretically we may speak of a bacterial general infection 
(bacteriemia) or of a toxic general infection (toxinzmia) as 
one or the other factor predominates. In the bacterial 
general infection, the bacteria increase in the blood (septi- 
cemia). In the toxic form (as in tetanus), the toxins de- 
veloped at the site of infection spread over the body. This 
gives a pronounced clinical picture with a negative condi- 
tion of the blood for bacteria, and is chiefly caused by mixed 
infections, especially with putrefactive bacteria ; it is some- 
times spoken of as septicopyemia. 

It is therefore evident that every general infection from 
the ear need not follow the typical pyzemic character. The 
chills may be absent, the metastases may be absent, the 
temperature remains continuously high, the toxic poisoning 
becomes early manifest by the bodily prostration, septic 
pneumonia rapidly supervenes unless radical operative meas- 
ures are early instituted. 

As to the origin of systemic infection, practically all 
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severe infections starting from the temporal bone are trans- 
mitted by the venous sinuses, except possibly those which 
originate from the tympanic mucous membrane in young 
children. The conception osteophlebitis pyemia of Koer- 
ner though possible is very rare, and need not be considered 
as it runs a mild course and the cases recover. The lesion 
in the sinus wall may be inaccessible as in the case of the 
jugular bulb, or it may only be demonstrable by microscopic 
examination (as in the case reported by Jordan, Archiv /. 
Ohrenhetlk., vol. xliv., 1898). 

The histology of sinus thrombosis is not well understood. 
We are apt to forget that the wall of the sinus is the part 
first affected ; the disease extends along this wall presumably 
by continuity and by the anastomosing lymph spaces; the 
thrombus in the lumen is a secondary product, which is to a 
certain extent nature’s endeavor to limit and localize the 
disease to the sinus wall. 


Treatment. 


A proper appreciation of the form and intensity of the 
general infection is of as much importance as the local con- 


dition in the selection of the proper treatment. 

I shall not describe each author's practice, as after a study 
of the literature I do not find at the present day that opin- 
ions on treatment differ to any marked extent, except that 
some ligate the jugular vein in every case, and others do so 
only on distinct indications. I shall return to this later. 

If at operation we find periphlebitis of the sigmoid sinus 
which has caused no symptoms or remittent fever and chills 
we are justified in not attacking the sinus, but awaiting the 
outcome of our mastoid operation. 

Obturating Thrombosts.—If the sinus shows changes in 
consistency and color suggestive of thrombosis, with the 
signs of phlebitis, and the symptoms point to a general in- 
fection, the sinus must be explored after being laid bare 
from the upper knee to near the bulb. It is very important 
to remove the bone at least an inch beyond the presumable 
peripheric end of the thrombus; in the other direction the 
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bulb calls a halt. The exploration can well be made with 
a fine knife such as a cataract knife. If the contents are 
solid, the incision is prolonged and the entire outer wall ex- 
cised. The thrombus can then be easily removed. The 
mere free return flow of blood does not indicate that the 
limits of the thrombosis have been reached; the inner sur- 
face of the parietal wall will give us much more reliable in. 
formation and this surface must be carefully inspected. 
Last spring I lost a patient from meningitis where at two 
successive operations the circulation was restored peripheri- 
cally and the outer wall of the sinus excised ; nevertheless 
the disease continued, as shown at autopsy, along the sinus 
wall to the point where a tentorial vein became involved, 
and the infection was propagated to the meninges. 

The treatment of the proximal end of the thrombus is 
much more difficult, and one which requires the consider- 
ation of several other features. If the proximal end is near 
the jugular bulb and is disintegrated, or if the disintegrated 
part of the thrombus is contiguous to the bulb, or the gen- 
eral infection is severe, even though the proximal end looks 
healthy, the jugular vein should first be ligated because this 
end of the thrombus must be removed. 


Theoretically it is probably correct to say that every 
thrombus is infected, though the degree of infection in the 
periphery of a thrombus may be so slight as not to prevent 
its organization and thus form nature’s barrier against gen- 
eral infection. There is no reason why we should not profit 
by this natural process in the vicinity of the jugular bulb. 


If the proximal end seems recent and healthy, though 
acknowledging that we cannot judge the degree of infec- 
tion of the clot by its appearance, and if the disintegrated 
part of the thrombus is not contiguous to the bulb, and the 
patient’s condition is good with only mild symptoms of 
general infection, this part of the thrombus need not be 
touched and the patient observed. 

A very important point to my mind is frequent dressings 
in these sinus cases. If the symptoms do not abate in 24 to 
48 hours, or signs pointing to further absorption from dis- 
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integration of the bulbar clot present themselves, the jugu- 
lar vein must be ligated and the bulb cleaned out. 

If the sinus proves to contain fluid blood, the condition 
is much more difficult to treat, and our treatment again 
varies according to a variety of conditions. 

Parietal Thrombosis.—If the sinus wall be affected (phle- 
bitis), a parietal clot is presumably present. Our treatment 
would vary, according to the gravity of the systemic infection, 
from thoroughly removing the primary source of infection 
in the temporal bone and doing nothing to the sinus, to 
shutting off of the circulation to either side of the presump- 
tive thrombus, as suggested by Whiting, and completely 
resecting the intervening and affected sinus-wall ; if this area 
approaches the bulb, we must be guided by the same condi- 
tions above enumerated in speaking of an obturating throm- 
bus, whether to ligate the jugular vein and invade the bulb 
or not. 

If no lesion of the wall is present, and the sinus contains 
fluid blood, the sinus may be involved in an unusual situation, 
or the disease may be situated in the bulb. The following 
case illustrates an unusual localization of sinus thrombosis 
which I reported in the ARCHIVES OF OTOLOGY, vol. xxxi., 
1902. Inacase of chronic purulent otitis with acute mas- 
toiditis, symptoms of severe pyzmia led to an exposure of 
the sigmoid sinus. The sulcus was healthy, and sinus wall 
thin and unaffected ; the sinus contained fluid blood. The 
patient died of meningitis, and at autopsy it was found that 
ostitis in the upper and posterior part of the mastoid pro- 
cess had involved the posterior surface of the superior 
petrosal sinus from which the cerebellar wall of sigmoid sinus 
became involved and at autopsy presented an extensive mural 
thrombus. 


A parietal thrombus in the bulb cannot be exposed. 
Methods have been suggested whereby an occlusion of the 
bulb can be made out, but incomplete thrombi are much 
more frequent and are often associated with most intense 
symptoms of general infection where the practice of these 
methods cannot be regarded as free from danger. 
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Primary Bulb Thrombosis can usually only be diagnosti- 
cated by exclusion, in the presence of systemic infection 
when the sigmoid and other accessible sinuses seem normal 
and contain fluid blood. Thediagnosis is made more prob. 
able if the disease in the temporal bone is principally 
situated in the tympanum or in the aberrant mastoid cells 
about the facial nerve. The anatomic variations in the 
position of the jugular bulb, especially its changing relation 
to the inner tympanic wall, where it sometimes displaces the 
labyrinth upward, I think explain how the bulb may be pri- 
marily involved. The lesion tends to remain mural; exten- 
sion is more apt to take place in the direction of the upper 
end of the jugular vein rather than that the thrombus be- 
comes complete. When the vein is invaded, local signs in 
the neck are usually present. The condition in all cases 
of primary bulb thrombosis is not necessarily grave. I 
remember distinctly two of my own cases in young adults 
in whom recovery took place, in one without operation, in 
the other after operation which apparently had no influence 
on the course of the disease. 


If, however, we have reason to suppose a thrombus in the 
bulb and the general symptoms are severe, the jugular vein 
should be exposed, and, if possible, ligated above the facial 
vein. The sigmoid sinus should then be peripherically shut 
off by pressure and the sinus broadly opened as near as pos- 
sible to the bulb. On the following day, thrombosis having 
occurred in the jugular vein below the bulb, this vein should 
be slit up so that we have access to the bulb from both direc- 
tions, thus preventing apurulent disintegration of the thrombi 
in the contributory veins and sinuses. The jugular vein above 
the ligature serves in these cases asadrainage tube. I think 
this plan of treatment applies especially to the severest form 
of general infection, the septicemias or septicopyzmias, 
where the sigmoid sinus is found normal and we must as- 
sume a mural clot in the bulb. The reason why a mural clot 
or a lesion in the bulb often is overlooked at autopsy has 
been explained by Leutert, who has shown that the region 
of the bulb can only be satisfactorily examined after the tem- 
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poral bone has been taken out of the skull together with 
the jugular vein, and in many cases this region must, in ad- 
dition, be subjected to a microscopic examination. 

The value of the ligation of the jugular vein has been rec- 
ognized for many years, though the views on the indications 
for this procedure are still divided. While some advocate 
ligation in every case, many, including such experienced 
surgeons as Macewen, Ballance, Jansen, do so only on dis- 
tinct indications. 

First of all, statistics do not help us in solving this ques- 
tion, as the cases subjected to this operation differ too widely 
in the severity of the general infection and in the time of 
operation. 

According to Heine, the importance of collateral paths and 
reversal of blood current is not sufficiently recognized in the 
continuation of systemic infection. A patient with parietal 
bulb thrombosis, where I shut off the sigmoid sinus and jug- 
ular vein, continued a pyzmic fever curve for nine weeks 
with thirteen different metastatic foci. 

Moreover, Jansen has shown that ligation of the jugular 
vein facilitates extension of thrombosis to the inferior petro- 
sal and cavernous sinuses. Macewen mentions deep cervical 
abscesses as extensions along the condylar veins. Ligation 
of the jugular vein causes a thrombosis of all the channels 
about the bulb and directly facilitates a septic disintegration. 
It has long been known that ligation of the jugular vein may 
be followed by serious danger to the brain, and even death 
from an interference of the circulation. In the January 
meeting of this Section, Dr. Eagleton read a most interest- 
ing account of acase in question which he had observed, and 
cited the literature on the subject. These conditions have 
been explained in the fatal cases at autopsy by the presence 
of anatomic variations in the lateral sinus and jugular vein of 
the opposite side. 

Hoffman’ has even reported a case where severe brain 
symptoms occurred in a case of extensive sinus thrombosis 
following injury toa sinus during a mastoid operation, where 





1 Zeitschrift f. Ohrenhlk., vol. xxx., 1896. 
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the symptoms all disappeared on relieving the excessive cere- 
bro-spinal fluid, and the patient recovered. 


These facts prove conclusively that ligation of the jugular 
vein has distinct disadvantages and even dangers to which 
it does not seem proper to subject a patient unless the 
conditions actually demand it; it, on the other hand, must 
be remembered that a similar interference of the circulation, 
as after ligature of the jugular vein, occurs in many cases 
from the morbid process in the sigmoid sinus and bulb. In 
any case it would be well, if the conditions permit, to ligate 
the jugular vein above the facial vein, as this vessel fulfils an 
important function in the collateral circulation. 


The ligation of the jugular vein, therefore, seems to me to 
be indicated when we are forced to attack a clot in the bulb, 
and in cases of primary bulb thrombosis with severe sys- 
temic infection. The wisdom of ligation and excision of the 
vein, when it is itself involved, is generally admitted. 


Many cases of sinus thrombosis recover without operation, 
and again it must be acknowledged that, even with the most 
radical measures, cases of sinus thrombosis die. Of greatest 
influence is the time of operation. It has been repeatedly 
shown that prognosis in early operation is much better, and 
that these cases often get well with relatively inextensive 
operations. 

Metastases sometimes appear after the most radical opera- 
tions, though they may have been present before operation, 
and upon the outcome of the contest of the body with these 
depends the success of the operation. The importance of 
general treatment need not be mentioned. The pulse rate 
is a most valuable indication of the general condition. The 
infusion of a physiological salt solution is our most potent 
agent to counteract the general infection. As early opera- 
tion is essential to success, prophylactic measures are in 
order. These demand careful examination of mastoiditis 
cases, early operation, especially when tenderness exists 
along the posterior margin of the mastoid process, and in 
the chronic cases early recognition of the dangerous cases, 
especially those complicated with cholesteatoma. 





TWO CASES OF GRAVE COMPLICATIONS OF 
PURULENT EAR DISEASE OPERATED 
UPON AND REPORTED 


By J. STODDART BARR, M. B., Cu. B., GLascow, 


ASSISTANT SURGEON TO THE GLASGOW HOSPITAL FOR DISEASES OF THE EAR, 
NOSE, AND THROAT. 
I. A fatal case of septic thrombosis of the lateral sinus, 
secondary to chronic otitis media purulenta in left ear, and 
complicated with septic infarctions in the right lung. 


The patient was a little girl, seven years of age, who had had a 
continuous discharge from the left ear fora year. During the 
eleven days before admission she had a dozen severe rigors, with 
violent oscillations of temperature, from normal to 104° F. There 
were also frontal headache and pain in the left side of the neck. 
She vomited once or twice at the beginning of the illness. The 
discharge from the ear was profuse and fcoetid. There was evi- 
dence of the early stage of optic neuritis in both eyes. The 
breathing was accelerated, with frequent cough. A few moist 
rales were heard, and also tubular breathing over a restricted 
area around the inferior angle of the right scapula. The radical 
mastoid operation was performed, clearing out pus and granula- 
tion tissue. The sigmoid sinus was exposed, and found con- 
verted into a yellowish sloughy-looking mass surrounded by and 
partly filled with pus. The bulb of the internal jugular contained 
asolidthrombus. The sinus was slit open backwards and cleared 
of septic disintegrated thrombi to within one and a half inches 
of the torcular when a gush of blood appeared. After the oper- 
ation, the pulmonary symptoms continued to increase, and the 
patient died two and a half days after admission to the Hospital. 


Post-mortem examination was conducted by Dr. James Walker, 
21 
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and showed well-marked septic infarctions of the right lung. 
Bacteriological examination showed the presence of pneumococci 
and streptococci and also a large bacillus, which did not grow on 
the culture media, and did not give the staining reactions of 
the acid-fast group of organisms. 

In this case it is highly probable that had operative treat- 
ment been employed a few days earlier, before the pulmo- 
nary infection had supervened, a different result might 
reasonably have been expected. It should be emphasized 
that, when rigors with violent oscillations of temperature 
appear in connection with a purulent middle-ear disease, 
operative treatment ts urgently called for. Judging from this 
case and others of a similar kind, the grave significance of 
this symptom in these ear cases is not yet duly recognized 
by some practitioners. Operation carried out early is prob- 
ably more successful than in any other form of intracranial 
complications due to ear disease ; hence the vital importance 
of early recognition of the condition present. 


Il. A case of otitic extradural abscess associated with 
paralysis of the sixth cranial nerve and double optic neuri- 
tis; operation and recovery. 


The patient was a lad of seventeen years of age who suffered 
from purulent right middle-ear disease for 16 months before 
admission. Hecame to the Hospital owing to headache, diplopia, 
paralysis of external rectus (6th nerve), and double optic neuri- 
tis, The radical mastoid operation cleared out cholesteatoma- 
tous masses from the antrum, aditus, and the attic of the tympanum. 
The opening of the sigmoid groove gave exit to a collection of 
pus between the sigmoid part of the lateral sinus and the bone. 
The sinus wall was involved and covered with granulation tissue, 
but there being no signs of general septic infection it was not 
opened. There had been no pain over the mastoid area nor be- 
hind, and the temperature was normal from the time of admission. 
After operation the paralysis of the 6th nerve gradually, but 
slowly, passed off. The optic neuritis for a few weeks became 
more marked, with occurrence of hemorrhagic spots, and now, 
four months after the operation, the disks are undefined, with 
white spots and a tendency to atrophy, but the vision is so far 
unimpaired. 
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Remarks.—-The pathological connection between the 
septic pachymeningitis at the sinus and the lesions causing 
the ocular phenomena is not very clear. The most ready 
explanation is that a limited basal leptomeningitis originated 
in the region of the sigmoid groove and extended and in- 
volved the sheath of the 6th nerve, or the more distant optic 
commissure, either by pressure or by producing an infective 
neuritis. There is also the possibility of the formation of 
a thrombus in the cavernous sinus, originating in the sigmoid, 
and by pressure involving the 6th nerve as it lies in the 
cavernous sinus, or, by producing stasis of the blood from 
the eye, causing optic neuritis. It is also to be remembered 
that optic neuritis seems to occur occasionally in connection 
with simple purulent middle-ear disease presenting no intra- 
cranial symptoms. 





THE FUNCTIONAL EXAMINATION OF THE 
HEARING WITH TUNING-FORKS IN MONO. 
LATERAL DEAFNESS, WITH DEDUCTIONS 
ON BONE CONDUCTION AND THE FUNC. 
TION OF THE SOUND-CONDUCTING APPA. 
RATUS. 


By Pror. BEZOLD, Municu. 


Translated from Zeitsch. f. Ohrenhlk., German Edition of these ARCHIVEs, 
Vol XLV., 1903. 


XAMINATIONS of the ear with tuning-forks of the 
continuous scale have furnished one fact which is 
most important and not at all appreciated, namely, that by 


means of this examination we are able to determine with cer- 
tainty not only bilateral but monolateral deafness. In a pa- 
per on the “ Determination of One-Sided Deafness with Six 
Additional Cases of Labyrinth Necrosis,’’"’ I was able to show, 
from the qualitative and quantitative examination of four pa- 
tients with a labyrinth defect on one side while the other side 
was healthy, and in three withalabyrinth defect on the one 
side and deaf on the other side, by means of the continuous- 
tone series, the sure proof that the supposed hearing of the 
ear without a labyrinth is nothing but the reflex of the hear- 
ing of the other healthy or partly defective ear brought about 
by the impossibility of excluding the healthy ear during the 
examination. This reflex is situated exclusively in the up- 
per part of the tone series, and extends from the marked 
octave to the upper hearing limit of the normal ear. The 
lowest tone which is heard only for a moment by the ear 
without a labyrinth is situated between a’ and a in the Edel- 





'These ARCHIVES, vol. xxvii., p. 158, 1898. 
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mann tone series. The two clamped tuning-forks of the 
continuous scale which were employed in these experiments 
have a hearing duration of 94 and 75 seconds. 

As regards the hearing duration of the tones in this area 
of hearing for the ear without a labyrinth, the unclamped a’ 
tuning-fork was perceived by only two of the four where the 
other ear was normal, and by not one of those who were deaf 
on the other side. The hearing duration for the former ears 
was 88 seconds; in one of the two without a labyrinth which 
could hear the fork the duration was 12, and in the other 8 
seconds. From a’ upwards in the tone scale the apparent 
hearing duration of the ear without a labyrinth rises succes- 
sively and in regular progression with the increase in pitch 
of the tone. 

Whenever one ear is normal and the other ear presents a 
more or less corresponding average hearing relief, we may 
assume that the hearing is completely lost. 

Our knowledge of the functional examination of an ear 
without a labyrinth was completed by the examination of 
three casesin which the other ear possessed large hearing 
defects in various areas of the tone scale, and in which at every 
time the hearing was reduced to a minimum for the corre- 
sponding areas of the ear without a labyrinth or equalled 
nothing, so that it is apparent that the ear without a laby- 
rinth has no independent hearing, and represents only a weak 
image of the hearing of the other ear. 

Recently an additional case of labyrinth necrosis with 
changes in the second ear, and a series of exact examinations 
of one-sided deafness, have been published by Wanner. 

Since we have realized the relation between the hearing of 
tones and the voice from the numerous examinations of deaf- 
mutes with hearing remnants, we are in a position to better 
understand the partial hearing for speech an ear without a 
labyrinth apparently possesses. ‘The true tones of speech 
are principally situated between the 1-2 marked octaves and 
upwards, and it is only possible to show by the Lucaz-Den- 
nert experiment that hearing for the voice by the ear without 
a labyrinth is only an apparent one. 
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A positive diagnosis of complete one-sided deafness could 
only have been made since we have become better acquainted 
with the examinations of hearing durations with tuning-forks. 
The possibility of diagnosticating the onset of deafness in an 
ear by this means, although it has been known for six years, 
has never received any practical recognition. 

Hinsberg gives in his article on ‘“ Labyrinth Suppurations”’ ' 
a striking picture of the severe danger of a labyrinth suppura- 
tion secondary to middle-ear disease. Whenever the sup- 
puration has advanced to this stage, more or less complete 
destruction of the function occurs in a very short time. If 
Hinsberg had limited himself to cases where deafness 
was surely present, the mortality would have been much 
increased. 

The mortality of the labyrinth necroses, 16-204, which I 
have published, is also probably too small. The material for 
such statistics is naturally very defective. The functional 
examination is apt to be the point which most authors pass 
over in the description of the complications. 

Hinsberg himself states: “‘ As regards the determination of 
deafness, it is sufficient for me to call attention to the diffi- 
culties which have been well described by others.” 

It is just this difficulty which I had hoped to remove by my 
investigations. It is my hope that the method which I had 
suggested to determine one-sided deafness would become 
common property forall those who are active in this field. 

The demonstration of one-sided deafness is nowadays not 
at all difficult ; on the contrary, it is easy and certain. If 
the time for examination is brief, it is sufficient to deter- 
mine the lowest tone limit. Whenever the middle tone of 
the scale a’ is not perceived or only slightly so, and at the 
same time the lowest part of the scale, which should be ex- 
amined with a few deep forks without overtones, is found 
wanting, then we may assume deafness; if in the case of 
middle-ear suppurations the hearing for some of these tuning- 
forks was previously good, then in case of their defect it can 
be assumed that the suppuration has extended to the laby- 
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rinth. Our diagnosis will be more reliable if we at the same 
time examine the hearing relief in the entire upper half of 
the tone series. 

According to the experience of various authors with whom 
I agree, the danger of concussion from the chisel in recent 
labyrinth invasions is especially great. Operation should be 
all the more quickly undertaken when the hearing dimin- 
ishes in the characteristic form and signifies the onset of a 
labyrinth involvement. 

If the labyrinth suppuration has existed for a long time, 
the danger of using the chisel is not great. 

Whenever we are able to determine complete deafness, 
we are furnished an index which directs our operations to- 
wards the posterior pyramidal surface, that part by which 
we know a labyrinth suppuration generally extends to the 
meninges and brain. 

The cases of one-sided deafness furnish, if they are ex- 
amined by this method, a valuable contribution todetermine 
so-called bone conduction. 

My standpoint in regard to the various sound-conducting 
theories, which I advanced fully eighteen years ago, is as 
follows: 

I share the conviction of all physiologists and otologists 
that not molecular movements but mass movements of the 
conducting chain together with the labyrinth water.column 
transmit the sound waves from the air. Accepting this, we 
cannot recognize that the nerve terminals are also attacked 
by molecular vibrations, which most authors assume to be 
present in the form of direct transmission through bone. | 
am moreover on the side of those physiologists who regard 
bone conduction as osteo-tympanic—in other words in con- 
duction through bone the excitation of the auditory nerve 
takes place exclusively with the aid of the sound-conducting 
apparatus vibrating with the bone. 

There are three processes in bone conduction : 

1. The sound waves reach the surface of the bone either 
by air or by direct contact with the sounding body. 
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2. The transmission through the bone which coincides 
with the conducting power of the bone. 

3. The transmission to the labyrinth water column either 
directly through the bony capsule or through the interme. 
diary of the sound-conducting apparatus in the middle ear. 

The first part of this, the conduction of sound waves to 
the surface of the bone by air has, in the opinion of modern 
theoretical investigators, produced such an erroneous impres- 
sion of the entire process that they regard the sound-conduct- 
ing apparatus as of secondary importance whose only function 
is to regulate the labyrinth pressure, and assume a direct 
transmission of sound waves from the air to the labyrinth. 

The conducting power of sound through a bony substance 
is a very complete one and has long been recognized. Sound 
waves which are directly transmitted to the bone by a 
tuning-fork are conducted so rapidly and with so little loss 
of energy that the distance through which the sound waves 
have to pass in bone can be disregarded as affecting the 
intensity of the perceived sound. Thus, if in a one-sided 
completely deaf person a deep tuning-fork is applied upon 
the mastoid process of the affected side, the perception will 
be probably not much shorter than that on the side of the 
normal-hearing ear. The distance to the sound ear seems to 
make very little difference. It is a very difficult question 
whether this sound is directly transmitted to the labyrinth of 
the healthy ear, or whether it first causes the drum and ossicu- 
lar chain of the healthy ear to vibrate, though this question 
can be at present disregarded. 


I shall limit my remarks to the question whether sound 
waves, produced in the air and meeting the surface of the 
bone without being in direct contact, are perceived and with 
what intensity, just as is known in the case of solid sounding 
bodies like tuning-forks which are placed in contact with 
bone. 

Granted that the bone possesses this power of receiving 
sound waves, and that the sound-conducting apparatus has 
only a secondary rdéle, the power of transmission of the bone 
for sound waves must then be an unusually great one, and 
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this power must be present throughout the entire scale from 
the lowest to the highest tones. We find this point men- 
tioned in the Physiology of Johannes Miiller in 1840. 

On page 419 it is stated: “ The tone of sounding air (as 
for instance of a wind instrument) is excellently conducted 
by air and led to the ear, but is transmitted with difficulty 
and with a loss of intensity to solid bodies.”’ 

On page 426: “ Air animals without tympanic cavities are 
never dependent upon the transmission of sound through 
the bones of the head. The transmission of air to the solid 
parts is too weak, but sound waves proceed with great inten- 
sity from air to water by means of atense membrane even if 
the membrane is attached with the greatest part of its sur- 
face to a short solid body which alone is in contact with the 
water.” (The plate of the stapes.) Finally, on page 455: 
“ The conduction of air waves through the cranial bones can 
only be perceived if the tympanic apparatus is not present and 
the external auditory canal is closed. Probably in this case 
air waves would not be heard, or at least only very feebly.” 

Forty years later Hensen says in discussing bone conduc- 
tion: “As bone conduction unquestionably passes for a 
decided part of its course through the apparatus of the 
tympanum to the labyrinth, it would be proper to retain 
the expression cranio-tympanic conduction. To what de- 
gree direct bone conduction produces a sensation of hearing 
is still undetermined.” 

After examining the four patients without a labyrinth 
where the other ear was normal, it has seemed to me pos- 
sible to decide whether sound waves are received by the 
bone, and in what degree. 

If one remembers that in these cases the entire drum 
was absent, and that the labyrinth cavity was eradicated 
and converted into one cavity with the tympanum and the 
auditory canal, we have a natural hearing tube in the base of 
the skull which leads very nearly to the normal-hearing laby- 
rinth of the opposite side, these patients must be able to re- 
ceive sound waves directly with the intact labyrinth, or by 
means of the intact sound-conducting apparatus. 
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We see that in these four cases where the other ear was 
intact the tuning-forks of the entire scale up to a’ were not 
perceived even when the tuning-forks were brought in direct 
proximity to the ear without a labyrinth. 

The lowest octave of 16-32 vibrations is, of course, only 
heard by the normal ear at a distance of a few centimetres 
from the meatus. This is naturally changed if we make use 
of a hearing tube. In this case my own ear can hear the C; 
fork (32 V.D.) with facility at more than a meter distant. 

As regards the upper half of the scale, we have found a 
different condition in the ear without a labyrinth than in the 
lower half. This can be explained by the fact that the 
closure of the canal on the hearing side cannot be suf. 
ficiently tight in order to exclude the hearing of the sound 
waves of the upper tones on the part of the healthy ear. 
We know from daily experience the intensity with which 
high sounds will penetrate doors and walls. This peculiarity 
in the perception of high tones does not in the least decrease 
the value of the experiments, which show that normal hear- 
ing does not take place through direct bone conduction, but 
through the drum membrane and the sound-conducting 
chain. 

We know, however, that in every case of defect or fixa- 
tion of the sound-conducting apparatus there is a part in the 
lowest end of the tone scale which is defective for air con- 
duction. The proof of the observation of the necessity of 
an intact sound-conducting apparatus for the perception of 
the deep tones could be opposed because pathological con- 
ditions were found to be present which were also partly 
located in the labyrinth. 

In these four cases the condition is a perfectly definite 
one—namely, an ear with intact sound-conducting and 
nervous apparatus, which notwithstanding cannot perceive 
the loudest sound waves striking against the bony capsule 
as long as our examination is restricted to the lower half of 
the tone scale, which, for the above-mentioned reasons, is 
alone applicable in these cases. 

The assumption that sound-waves are directly conducted 
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to the ear by bone conduction thereby loses its foundation ; 
there is an observation, on the other hand, which contradicts 
the assumption with certainty. 

In order to get rid of the misleading influence of these 
modern speculations one can do nothing better than to 
return to Johannes Miiller. 

These observations have not only demonstrated the error 
of the various theories which mean no advance in our knowl- 
edge of the physiology of the sound-conducting apparatus, 
but they also furnish us with a positive result. 

The importance of the sound-conducting apparatus for 
the transmission of the lower part of the scale is made clear 
after we know that the entire lower part of the scale, if it is 
transmitted by the air, is not received directly from the 
bone and conducted to the labyrinth. We now know with 
certainty that without this apparatus hearing by air conduc- 
tion is impossible up to the treble octave. 

If we calculate the large amplitudes and the slight force 
with which the long prongs of the tuning-forks vibrate, it 
will become evident why so enormous a levering apparatus 
is required to transfer the deep tones from the air to the 
labyrinth, which, according to Helmholtz, is represented by 
the shallow arches of the fibres of the drum membrane. 
We may regard the movements of the vibrating particles 
of the air as analogous with the vibrations of the prongs of 
the tuning-fork by which they receive their impulse. 

As regards the higher tones up to the upper extremity 
of the scale, we find that the higher up in the scale the more 
easily can the footplate of the stapes vibrate directly from 
the sound waves, and the sound is transmitted to the laby- 
rinth without the aid of the enormous lever apparatus. 

These are fundamental facts in the correct comprehension 
of the sound-conducting apparatus. 

The completion of these ideas is the task of the physicists 





INCORRECT DEDUCTIONS FROM EXPERIMENTS 
WITH TUNING-FORKS ON THE FUNCTION 
OF THE SO-CALLED SOUND-CONDUCTING 
APPARATUS. 


By Dr. GUSTAV ZIMMERMANN, DreEsDEN. 


Translated from Zeitschr. f. Ohrenhlk., German Edition of these ARCHIVES, 
Vol. XLV., 1903. 


N the last number of this Journal Bezold again refers to 
what he considers as his most valuable contribution, 
namely, that the ossicular chain acts as a sound-conducting 
apparatus for the transmission of the lower part of the tone 


scale. These remarks of Bezold’s are again supported by the 
observations which he has been able to make on four patients 
without labyrinths. It was found that the other normal ear 
was not able to hear the tuning-forks of the lower scale up 
to a’, if the tuning-forks after the strongest impulse were 
brought with the extremity of their prongs in the direct 
neighborhood of the ear without a labyrinth. 

Though these observations are correct, the deductions seem 
to be erroneous. } 

First of all, the deduction appears to me to be entirely 
too general that from this condition a normal ear is abso- 
lutely not capable of perceiving the strongest sound waves 
of the lower scale which encounter its bony capsule. This is 
an unpardonable generalization. Bezold has not experi- 
mented with the strongest sound waves—in fact only with the 
weakest—with tuning-forks which in the cases quoted are 
heard by the normal ear only at a distance of a few cm away 
from the meatus. If Bezold desired to experiment with 
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strong sound waves, he should have employed a drum or an 
organ pipe, or even the piano under certain conditions. Our 
deep tuning-forks, even on the strongest impulse, are capable 
of producing only a slight intensity. 

A similar mistake is committed when in the case of the 
higher tuning-forks the positive result of the examination is 
referred to a self-evident and characteristic preponderance of 
the higher tones. It is not correct that the higher tones are 
of a greater intensity or are even transmitted through walls 
and doors. The objective intensity of a tone does not de- 
pend entirely upon the number of its vibrations. There are 
deep tones which pass through doors and walls, as, for in- 
stance, the tones of a deep organ pipe, and, on the other hand, 
there are high tones which are not able to do this, as, for 
instance, the tones of a high tuning-fork on slight impulse. 
Starting from these incorrect premises, it is evident that 
Bezold has not performed the experiment correctly, as he has 
not compared similar conditions and measured with similar 
means. This might have been possible if the high tuning- 
forks had been struck just sufficiently strongly so that the 
threshold value of their tones is situated at the same distance 
from the normal ear as that of the deep forks on maximal 
impulse. Bezold has compared feeble tones in the deep 
octaves with strong tones in the high octaves, and this want 
of exactness robs Bezold’s comparisons of their value. 

As a special argument against the recently pronounced 
capability of bone to receive deep sounds from the air, Bezold 
mentions the following: He now emphasizes that the con- 
ducting possibility of sound through bony substance is a 
very complete one, and hence the distance between the two 
labyrinths can be disregarded. With the first statement I 
fully agree, as I think I was the first to draw attention to 
bone, especially of the cochlea, as being the best sound con- 
ductor in the body. The second statement I beg to differ 
with. I donot think it is right to disregard the character or 
the amount of the bone constituting the base of the skull in 
these very delicate experiments, especially if the sound 
waves are feeble. This is made clear by the following simple 
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experiments. If we place a sheet of paper between a feebly- 
ticking watch and the ear, there is a point at which the tick. 
ing of the watch is well perceived. If instead of one sheet a 
large number are interposed of about the thickness of half an 
inch, the ticking of the watch will no longer be heard. It 
therefore seems probable that unequally porous bone can 
easily prevent a fairly normal ear from hearing sounds from 
the side where the labyrinth is wanting which it easily per. 
ceives on its own side. On its own side there is between the 
sound-transmitting air column and the perceiving fibres an 
unimportant layer of best conducting elastic bone. 

Bezold mentions another factor which is supposed to 
favorably influence the perception of sound waves from the 
side without a labyrinth. He considers the labyrinth cavity 
with the tympanum and the auditory canal as representing a 
hearing tube situated in the base of the skull. It seems to 
me that this cavity cannot be considered like a hearing tube, 
because the one characteristic feature, namely, the uniform 
construction of its walls, is wanting. We can only say that, 
though the distance from the source of the sound to the other 
ear remains the same, the part passing through the bone is 
somewhat shortened in favor of the air part. 

It seems to us that these experiments hardly suffice to con- 
tradict the new physiologic importance of bone conduction. 

The positive part of Bezold’s article, wherein he considers 
it to be possible that the deep tones only are transmitted by 
the ossicular chain, seems also incorrect. Bezold answers with 
great facility the question as to the réle which the ossicles 
play in sound directly transmitted to the bone by solid bodies 
by stating that the transmission necessarily takes place 
through the chain, the osteo-tympanic path. ‘Lhe final de- 
cision he however leaves in the hands of the experienced 
physicist. Physicists, according to my experience, would not 
care to decide these questions, of which they know neither 
the character nor the importance. The work should much 
more properly be done by the physician, who, of course, 
must know the general truths of physics and make use of 
the assistance of a trained physicist. It is almost a duty for 
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those to study this topic who wish to have a personal opinion 
on the subject and moreover to act as teachers. 

For the second question, why transmission of sound waves 
of the deeper scales to the cochlea takes place only by means 
of the ossicular chain, Bezold again has recourse to his ob- 
servations with tuning-forks. The fact that the large prongs 
of the deep tuning-forks vibrate with less amplitude and 
slighter force is sufficient reason for him to generalize for the 
deep tones and to consider large amplitudes and slight force 
as usual peculiarities of deep tones, consequently a lever 
apparatus is necessary as a receiver and atransmitter. This 
one-sided view caused him to forget that bodies like tense 
membranes or long vibrating air columns combine great am- 
plitude and power, which tuning-forks from their nature do 
not. It may be regarded as a law that deep tones are only 
bound to bodies of large dimensions, and consequently re- 
quire a strong impulse, and are usually associated with great 
vital force. It is therefore not theoretically correct that a 
deep tone should require a particular lever apparatus by 
which a high tone might escape. 

If we examine the practical structure of this theoretical 
statement of Bezold’s we see that it rests on a very feeble 
foundation. He states with emphasis that without a sound- 
conducting apparatus hearing by sound conduction is not 
possible up to the treble octave. This, as has just been 
shown, is not proven by his experiments with tuning-forks on 
the four patients without labyrinths, and it is also incorrect. 
I need not mention that the strongly vibrating tones which 
are produced by many musical instruments are perceived, 
but I simply want to mention that even the tones of the 
deep tuning-fork are perceived in cases where there is no 
possibility of a sound-conducting lever apparatus. I need 
only recall the article of Wagner. A single positive case 
suffices to show the error of the deductions which Bezold 
has drawn from his negative examinations. I have within 
the last few days been able to examine two patients who had 
been radically operated upon where the ossicular chain was 
wanting and the region of the oval window was covered by 
adense membrane. One of these patients was able to hear 
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with both ears. The other was able to hear with one ear 
the A tuning-fork distinctly by air conduction. The signifi. 
cance of the ossicular chain is not, therefore, that of a sound. 
conductor for the deep tones, but it acts as an accommodative 
apparatus which is necessary, as I have previously described. 





REPORT OF THE TRANSACTIONS OF THE NEW 
YORK OTOLOGICAL SOCIETY. 


By THOMAS J. HARRIS, M.D., SEcRETARY. 


MEETING OF MARCH 27, 1906. EDWARD B. DENCH, M.D., IN THE 
CHAIR. 


Dr. ARNOLD Knapp presented a temporal bone obtained at 
autopsy from a case of caries of the labyrinth which had led to 
thrombosis of the lateral sinus, originating in the sigmoid sulcus 
at a point just posterior to the bulb. Dr. Knapp thought that 
this extension of a process from the labyrinth to the sinus was 


unusual, 
Dr. Harris reported two cases of acute purulent Otitis 


media complicated by mastoiditis, in which the results of the 
blood examinations were misleading. The first case was a 
woman of twenty-seven, with no previous history of ear trouble. 
An early paracentesis was performed, which relieved the pain and 


tenderness over the mastoid. The temperature and pulse, pre- 
viously high, soon became normal. The profuse otorrhea, 


however, persisted. There was at no time any sagging of the 
superior wall. On admission to the hospital the polynuclear 
count was 67 %; two weeks later, at time of discharge, it was 64 4%. 
The patient was readmitted to the hospital ten days later for a 
recurrence of the mastoid symptoms, and was operated upon at 
once, Extensivedisease of the mastoid bone was found. Three 
days after the operation the polynuclear count was 73° An 
inflammatory leucocytosis was present, but no count was recorded. 

The second case was a girl of sixteen who had suffered for a 
week or more from pain in the ear and mastoid. Here also para- 
centesis was performed and free discharge was established. No 
sagging of the superior wall. At the end of ten days the patient 


suddenly developed a high fever, 104°, became drowsy, and com- 
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plained of severe pain posterior to the mastoid. The discharge 
also abruptly ceased. The polynuclear count showed 87 %. The 
patient was ordered to enter the hospital the next day for operaf 
tion and was instructed to take in the meanwhile a full dose o 
calomel with a high enema, The next morning the temperature 
had fallen to normal, the pain had disappeared, and the patient 
was feeling decidedly better; consequently no operation was per- 
formed. The otorrhcea did not recur, and the patient was 
discharged well in the course of a few days. 

The blood findings in these two cases were seemingly at vari- 
ance with the recent observations of some bacteriologists—that, 
whenever with an inflammatory leucocytosis the polynuclear 
percentage is above 80, pus is always present; and that, on the 
other hand, it may be excluded when the count is below 70 4. 

Discussion: Dr. Dixon, from a study recently made at the 
New York Eye and Ear Infirmary, was inclined to believe that 
not much weight could be placed upon the leucocyte count and 
the polynuclear percentage in simple acute suppurative otitis, 
with or without mastoiditis. It was only when epidural abscess, 
sinus thrombosis, or intracranial complications were present, that 
such counts were of much value. Above all, in his judgment, it 
was of prime importance, in order to draw proper conclusions, to 
know in advance the normal polynuclear count of the patient. 

Dr. Haskin, who in consultation had seen the second case 
reported by Dr. Harris, referred to the surprisingly normal 
appearance of the drum membrane as seen after the cessation of 
the profuse discharge and mastoid tenderness. 

Dr. Puivurps referred to a child of nine months, seen in con- 
sultation, where a high fever was present, with severe pain in ear, 
with bulging membrane. Here the polynuclear percentage was 
85, and the leucocytosis 33,000. This led to a suspicion that the 
sinus might be involved and operation upon the mastoid was con- 
sidered. After a paracentesis, with a thorough calomel purge, 
however, the temperature soon became normal and caused the 
disappearance of all the symptoms. 

Dr. GRUENING felt that too much weight is laid on bacterio- 
logical and pathological findings, and believes that the results of 
clinical examination should alone determine the question of 
operation. 

Dr. WHITING reported a case of thrombosis of the right ex- 
ternal jugular vein following a sinus thrombosis of the internal 
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jugular vein of the opposite side. The patient presented a 
characteristic picture of sinus thrombosis, including Griesinger’s 
symptom, and what he has been wont to observe in many of his 
lateral-sinus cases, a characteristic position of the head. At 
the time of operation the thrombus was found extending to the 
bulb. The jugular vein was resected. One week later symptoms 
of toxeemia developed, and a swelling was noted upon the opposite 
side of the neck from which pus was withdrawn by the aspirating 
needle under local anesthesia. The infection was pneumo- 
coccus. A clot over six inches long was removed, the centre of 
which for about an inch was purulent and broken down. 

In reply to a question by Dr. GrRuENING, Dr. WuiITING stated 
that the position of the head to which he referred was a twisting 
around and bending toward the shoulder of the opposite side. 

Dr. GRUENING was inclined to believe that this position and 
all other special symptoms, such as Griesinger’s, are not charac- 
teristic of sinus thrombosis. Such a position of the head is con- 
stantly met with in Bezold’s abscess of the sterno-cleido-mastoid 
muscle. 

Dr. HASKIN reported a case of supposed cyst of the concha. 
A careful dissection showed that the swelling was in effect a 
hematoma of the cartilage. The cause could not be determined. 
No history of a traumatism could be elicited. The patient, 
however, was an alcoholic. Prompt recovery without deformity. 

Dr. GRUENING reported a case of lateral sinus thrombosis 
in a boy of twelve. Temperature on admission to the hospital 
was 104°, and showed the characteristic zigzag curve. Vomiting 
was present. There was a history of earache two weeks before. 
A paracentesis had given temporary relief. Mastoid tenderness 
was elicited; blood count, 11,000; polynuclear count, 82%. Blood 
culture showed presence of streptococcus in the blood, 245 colonies 
as the ccm. Three days after the operation the blood was sterile. 
A mastoid operation was performed and revealed a comparatively 
healthy bone, with the exception of two cells at the tip, which were 
diseased. The sinus was opened and a free flow of blood was 
found. The next day the temperature rose to 105°. The wound 
was reopened and aclot was discovered. Both the jugular and 
facial veins were tied off and the clot was removed. The third 
day at the time of dressing pus was found below. The case is 
progressing satisfactorily. Dr. Gruening commented upon the 
absence of pronounced changes within the mastoid bone, and 
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also that even with profound blood ‘changes favorable results 
may be secured by prompt operation. It is interesting to note 
that the mother of this child, a Hebrew, recently arrived from 
Russia, has since been operated upon for a thrombosis of the 
lateral sinus. 

Discussion.—Dr. Haskin referred to a child recently under 
his care, having a temperature of 104° with a pulse of 70, com- 
plaining of pain in and behind the ear. The drum membrane 
was slightly reddened and there was some torticollis. There was 
also persistent cough. Repeated examinations of the chest were 
negative, as well as daily blood examinations. The temperature 
showed a zigzag rise and fall of from 104° to 99°. On the tenth 
day the pain disappeared in the ear and mastoid, and at the end 
of two weeks a positive diagnosis of typhoid fever was made. 

Dr. GRUENING, in reply to a question by Dr. KENEFICK, stated 
that it was his practice at present to tie the jugular vein as a 
routine measure, before removal of a clot from the sinus. 

Dr. GRUENING reported a case of erysipelas in connection 
with Hodgkin’s disease. The erysipelas extended into the ear and 
an acute otitis followed, with profuse otorrhcea. The erysipelas 
subsided but the otorrhcea persisted, as well as a swelling of the 
glands in and about the mastoid process. An operation upon 
the mastoid was finally performed, which revealed Bezold’s per- 
foration. Here the swelling of the glands, in connection with 
Hodgkin’s disease, had concealed the perforating mastoiditis. 

Dr. WHITING reported a severe case of erysipelas which on 
the third day developed otorrhcea. A mastoid operation was 
performed and revealed extensive involvement of the bone. 
Recovery. 

Dr. GRUENING reported a severe case of mastoiditis where 
an unusually large cell in the zygoma cell was found at the time of 
the operation. The patient suffered from pneumonia and double 
mastoiditis. At the end of the week the temperature, which had 
been exceedingly high, fell to normal, and a swelling of the face 
on the left side developed. Operation upon the mastoid was then 
performed and showed a zygomatic cell large enough to admit 
tip of the middle finger. The probe passed to the distance of 
two inches into the body of the zygoma. 

The CHAIRMAN stated that he had met witha similar condition 
in a case under his care. 

Dr. PHILuips reported a case of typhoid fever simulating 
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meningitis which had occurred in the practice of his associate, 
Dr. Thomson. A girl of fifteen was operated upon for mastoiditis. 
Complete recovery did not take place. Several weeks later she 
was seized with violent pain in the head and high fever. Menin- 
gitis or brain abscess was suspected and exploratory operation, 
including free puncture of the brain, was performed. Typhoid 
fever developed three days later. Recovery. 

Dr. BERENS reported a case of herpes zoster of the fauces, 
in connection with an acute catarrhal otitis, in a boy of 11. Six 
weeks before the boy was seen he had suffered from a catarrhal 
otitis of the right ear. Paracentesis was performed and recovery 
followed. Five days later a relapse occurred. There was pain 
in the opposite ear, and the membrane ruptured without para- 
centesis. This was followed by mastoid tenderness. The patient, 
however, was somewhat neurotic and complained of pain all over 
the head. The temperature rose to 104°. A few pneumococci 
were found in the discharge. After the lapse of a few days a 
herpetic eruption occurred on the fauces, and a diagnosis of 
herpes zoster was made. With the subsidence of the eruption 
the discharge from the ear also subsided. The patient is now 
nearly well. 

Discussion.—Dr. GRUENING referred to five cases of herpes 
zoster which he had seen in connection with mastoiditis, all 
resulting fatally. He accordingly regarded such a symptom as a 
grave one. In all probability there was an involvement of the 
Gasserian ganglion. 

Dr. WHITING referred to Councilmann’s observations on herpes 
with brain affections. 








REPORT OF THE TRANSACTIONS OF THE SEC- 
TION ON OTOLOGY, NEW YORK 
ACADEMY OF MEDICINE. 


STATED MEETING, FEBRUARY I, 1906. DR. EMIL GRUENING IN 
THE CHAIR. 


P. apers. 


Intracranial lesions of otitic origin. By M. ALLEN STARR; 
M.D. 


Dr. STARR considered the following topics: (1) The possible 
cerebral complications of otitis media; (2) the symptoms which 
aid us in their diagnosis; (3) the proper methods of surgical 
treatment; and (4) the results of surgical operations for these 
complications. 

1. In addition to the cerebral complications there is acute en- 
cephalitis, occurring at any age, frequently following otitis media. 
It consists of an area of hemorrhagic softening either in the sur- 
face of the brain or beneath the cortex. - It is an acute inflamma- 
tion with congestion and minute hemorrhages, and results in a 
destruction of the brain tissue, and as a result a sclerotic patch of 
greater or less extent is produced. It is not, however, fatal. The 
symptoms are fatal. The symptoms are similar to those occur- 
ring in abscess, but there is no optic neuritis, no irregularity of the 
pupils, no vertigo, and very little headache. 

2. After enumerating the usual symptoms of brain abscess, 
Dr. Starr spoke of two recently discussed methods of investiga- 
tion, namely, the examination of the cerebro-spinal fluid obtained 
by lumbar puncture, and the examination of the blood. There 
is an increase of the leucocytes in the cerebro-spinal fluid in all 
forms of meningitis. This is not the case in abscess, and hence 
furnishes a differential point. The presence of bacteria in the 
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lumbar fluid is of course characteristic for meningitis. The fluid 
changes in meningitis or brain abscess, like all inflammatory pro- 
cesses, show a leucocytosis, the count rising to 20,000 or even 35,- 
ooo. Dr. Starr thinks that it can be safely stated that there is a 
more rapid rise in the number of leucocytes and a higher leuco- 
cyte count in meningitis than in brain abscess. A rapid rise of 
the ratio of polymorpho-nuclear leucocytes occurs in all cases of 
acute inflammatory processes and therefore leads us to suspect a 
cerebral complication, especially if the ratio shows changes of 
from 65 to 70 per cent., up to 75, 80, or 85 per cent. An exami- 
nation of the blood seems to aid us in determining the presence of 
a cerebral complication and defining its exact nature. 

3. Dr. Starr believes that the operation for cerebral abscess 
should be conducted by a general surgeon who is skilled in cere- 
bral surgery. The procedure recommended consists in making 
a large exposure of the brain by means of an osteoplastic flap, 
exposing an areaof three to four inches. The bone flap is best 
made by means of an electric borer or a rotarysaw. The evacu- 
ation of an abscess is facilitated by turning the patient over so 
that the opening of the abscess is at the most dependent part. 
Deep incisions into the brain are justified. The finger should 
never be introduced. If a deep abscess is found it should be 
emptied by gravitation, and decalcined bone or rubber tissue be 
inserted. If a diffuse encephalitis is found the region may be left 
alone, or the congested and degenerated area may be cut out. 
Hemorrhage can be arrested by tampons of plain sterile gauze. 
During the entire operation very hot sterile water should be run 
constantly over the brain, as practised by Horsley. The bone flap 
is then replaced and an opening left at the inferior angle for the 
passage of the drain. Dr. Starr advocates this method because 
he has observed many abscesses which were imperfectly evacu- 
ated by too small openings and subsequently fatal meningitis 
resulted. 

4. Dr. Starr has collected from the literature of the last six 
years reports of 54 temporal, 25 cerebellar, and 2 occipital ab- 
scesses — a total of 81 — secondary to otitis, where operation had 
been performed. In 6 cases the abscess was not found at opera- 
tion but at autopsy ; 42 cases recovered after operation ; death 
occurredin 89. Thecerebral cases were particularly unfavorable 
—a mortality of 16 in 25. 

Finally, the speaker urged early operation. Incisions into the 
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brain should not be small nor badly located. Drainage must be 
perfect, and thus meningitis may be avoided. The fact was com- 
mented upon that frequently cerebellar abscesses do not give 
characteristic symptoms. Dr. Starr mentioned the cerebellar 
seizure so named by Dana, It consists of sudden unexpected 
attacks of extreme vertigo, roaring in the head, relaxation of the 
limbs, and falling to the ground in asemi-conscious state. These 
symptoms especially occur with tumors lying in the angle be- 
tween cerebellum, pons, and medulla —a place which is also a 
frequent site of abscess. 

Otitic disease in its relation to intracranial lesions. — By 
CLARENCE JOHN Brake, M.D., of Boston. 


Discussion. 


Dr. B. Sacus said that neurologists were always glad when the 
otologist had preceded them and had determined the otitic origin 
of a case, for with that the real difficulty in diagnosticating cere- 
bral abscess was done away with. An important point to which 
he wished to call attention was, that in spite of the presence of 
marked cerebral symptoms the condition need not be a sinus 
thrombosis, or a brain abscess, but simply an encephalitis. Before 
the more recent picture of encephalitis had been described, he had 
been in the habit of speaking of such cases as cases of meningeal 
irritation. Coincident with the establishment of an encephalitis 
there is no doubt a meningeal involvement, and the proper surgi- 
cal treatment of such cases would depend largely upon whether 
it was an acute hemorrhagic or an acute suppurative condition. 
All acute hemorrhagic conditions tend to take care of them- 
selves; he would in suppurative processes call for surgical interfer- 
ence. He would hesitate to advise operation if all the conditions 
pointed to hemorrhagic encephalitis. Regarding the diagnosis 
of abscess, there were a number of points to be considered. In 
the diagnosis of temporo-sphenoidal abscess, which is generally 
due to direct extension of the acute infection, the point which 
had struck him most was the peculiar character of the aphasia. 
It is not the kind that we would expect. A purely sensory 
aphasiaisrare. Motor aphasiais much more common; so also are 
various forms of paraphasia, and conduction aphasia. He could 
not remember having seen a pure sensory aphasia in connection 
with otitic affection. Regarding cerebellar abscess, he was glad 
that Dr. Starr had called attention to Dana’s symptom—the value 
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of the cerebellar syndrome as pointing to cerebellar involvement. 
The cerebellar seizure is a distinct grouping of symptoms indicat- 
ing involvement of the cerebellum. Another symptom which 
helps every now and then to locate the abscess of the cerebellum 
is almost equally important, 7. ¢., the early involvement of the 
facial nerve—not in the form of paralysis but of an electrical 
reaction of degeneration of the facial nerve. It may becotne 
involved during the operation, but he told of a case where he 
had examined the nerve immediately after operation and found it 
act well, and then with the onset of other symptoms the nerve 
showed reaction of degeneration which had developed subse- 
quently to the operation. He thought that this development of 
an early reaction of degeneration in the facial nerve indicates the 
probability of abscess in one of the lateral lobes of the cere- 
bellum rather than of a sphenoidal abscess. In many cases it 
was difficult to decide whether the symptoms are due to labyrin- 
thine disease or to cerebellar disease—the labyrinthine disturb- 
ance being so great that it was difficult to distinguish between the 
two. He wished particularly to express his appreciation of Dr. 
Starr’s courage and boldness in attacking the condition of cranial 
surgery. It might be claimed that neurologists had no right to 
speak on surgical matters, but he thought they had as much right 
to do this as musical critics have to speak of musical perform- 
ances, and that neurologists claimed to have some knowledge of 
how such operations should properly be done. Some months 
earlier he had spoken on this subject before a Boston audience, 
and had taken all the surgeons to task for their general neglect of 
cranial and intracranial surgery. Cranial surgery is not in a 
satisfactory condition to-day. When one considers the great 
care with which abdominal operations have been developed, the 
care in retaining the natural heat of the organs, and in avoiding 
unnecessary loss of blood, and the rapidity with which such 
operations are performed, as contrasted with the attention given 
to cranial and brain surgery, we find that the brain is not con- 
sidered to be the organ of greater dignity. The matter of retain- 
ing the natural heat of the brain, to which Dr. Starr had referred, 
is of the greatest importance, and Dr. Sachs said that he believed 
Horsley’s success had been due, in a large degree, to his atten- 
tion to this point, yet it seems difficult to impress the value of this 
upon many surgeons of the day. He endorsed very strongly 
what Dr. Starr had said in regard to avoiding hemorrhages, and 





236 Otological Section, N. Y. Acad. of Med. 


to the character of the drainage. In concluding, he said that, 
whether the abscess was a direct or an indirect one, he could not 
believe that any brain abscess should be drained through the 
ear cavity. The brain was too delicate an organ to be ap- 
proached in the dark, and he would plead for the largest possible 
exposure in operations on the brain, and for the proper drainage 
of the abscess. 

Dr. Georce W. Jacosy said that notwithstanding all that 
had been written concerning the diagnosis of the different com- 
plications following otitic diseases, we are only the more con- 
vinced that the differential diagnosis between epidural and brain 
abscess and the various forms of meningitis is difficult, and that 
complications of unusual nature make it at times next to im- 
possible. He would like to call attention to a subject which had 
not to-night received the attention he had expected it would, be- 
cause it was of importance to neurologists as well as to otologists, 
and that was serous meningitis. The serous meningitis of 
Quincke, as a complication of acute otitis, was most important. 
The course of events here was somewhat as follows: During the 
existence of an acute otitis there occurs a sudden onset of symp- 
toms of brain pressure accompanied by a reduction of vision, 
optic neuritis, cerebellar symptoms, and other symptoms of pos- 
terior fossa pressure. The diagnosis is made of suppurative 
meningitis or brain abscess, the brain is opened or a puncture is 
made, and nothing is found. The next order is that the patient 
improves and gets well. Quincke has described this form of 
meningitis as a serous meningitis, in which it seems that any 
opening of the arachnoid space may be followed by a cure. 
These cases are certainly important from a diagnostic point of 
view. The question arises : Can a diagnosis be made before the 
space is opened, or is the diagnosis dependent upon the result 
which follows such operations? The speaker thought it could. 
In these cases the pressure is most pronounced in the posterior 
fossa ; you get cerebellar and spinal symptoms, ataxia, parapa- 
resis, and cranial nerve paralyses early in the course of the dis- 
ease. Another aid in the diagnosis of these cases is that derived 
from lumbar puncture. Dr. Starr had referred to the results of 
this operation in other affections. Here you evacuate a clear 
fluid under a pressure which you do not obtain in an abscess or 
purulent meningitis, a very extraordinarily high pressure ; so 
that these two symptoms together—the early presence of posterior 
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fossa symptoms and the lumbar evacuation of clear fluid under 
enormous pressure—are sufficient to create the suspicion of a 
serous meningitis. At any rate, in all doubtful cases we should 
at least do that much—perform a lumbar puncture followed by 
more or less prolonged drainage. If we obtain no fluid by means 
of lumbar puncture, the ventricles should be tapped and pressure 
relieved inthat way. As to the diagnostic value, in a general way, 
of lumbar puncture, he agreed with what Dr. Starr had said—that 
is, that in brain abscess we do get a perfectly clear fluid. It has 
been assumed by Brieger that we might get a turbid fluid if a pos- 
terior communication existed between the abscess and the lateral 
ventricles, but he knew of no such case in literature nor had he 
ever seen one. In purulent meningitis you get a turbid fluid full 
of cells and micro-organisms. Inasmuch as the communication 
between the brain and spinal cord may be closed, only a positive 
result is of value. The results here mentioned as obtainable in 
abscess, purulent meningitis, and serous meningitis are the three 
diagnostic features which give value. He felt that Dr. Starr was 
perfectly correct in what he had said of blood examination. The 
increase of polymorpho-nuclear cells was very important. The 
leucocytosis was of little value. He had seen a case recently, 
where the polynuclear count sprang up from 65 to 804, and on 
this a diagnosis, which had been uncertain, was made and opera- 
tion followed. Anabscess was found and evacuated. Heagreed 
with what Dr. Starr and Dr. Sachs had said on the subject of 
free drainage, and believed that this could only be accomplished 
through a large opening. 

Dr. HERMAN Knap? said that brain abscesses, generally speak- 
ing, are found in three locations, originating also in three 
adjacent regions. (1) Those in ¢he frontal lobes originate in 
the accessory sinuses of the nose—the frontal sinus, the ethmoidal 
cells, and the upper nasal passages, where they perforate the thin 
cribriform bone. They betray their presence only by insignificant 
and uncertain symptoms, which are more mental than organic, 
chiefly fretfulness. (2) The abscesses in the middle cranial 
cavity originate in the segmina tympani et antri. They lodge in 
the temporo-sphenoidal lobe in greater numbers than all others 
together. (3) Those in the posterior fossa are mostly caused 
by purulent sinus thrombosis and epidural abscess. Besides 
these, there is a smaller number which originate in the pyramid 
of the petrous, penetrating through the vestibular windows, a!so 
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through the aqueducts, especially the cochlea, rarely through the 
inner meatus. The osseous labyrinth is not infrequently the seat 
of great ravages by purulent inflammation, especially in children, 
so that the organs of hearing and equilibrium, harder than the 
bone of the mastoid, are exfoliated, and the hearing in one ear— 
not rarely in both—is abolished. The labyrinthine origin of the 
most severe complications has not yet received the surgeon’s care 
so much as other aural complications of intracranial disease. 
They cause death by purulent meningitis, cerebellar abscess, 
sinus thrombosis, perforation of the outer part of the mastoid, 
and deep-seated abscesses, which may penetrate into the 
mediastinum. Both the meningitis and the propagation into 
the deeper parts can be cured when the difficulty is promptly 
diagnosticated and treated. The treatment by lumbar punc- 
ture is not only a help for diagnosis but is an efficient remedy. 
Of late, in such cases, an osteo-plastic craniotomy has been 
added, and if epidural abscess (pachymeningitis externa) was 
found, the dura mater was incised in the whole breadth of 
the diseased dura; but puncturing should be avoided, as it is 
apt to inoculate the deeper part—though in some cases it seems 
to have had a beneficial effect. 

In concluding his remarks, Dr. Knapp passed around a rare 
specimen of total rottenness of the petrous from the external 
surface of the mastoid to the anterior third of the petrous. It 
was honeycombed by purulent destruction. He had showed 
this specimen before, but brought it again, as it was a highly 
instructive demonstration of the fact that even such apparently 
fatal cases can be cured. Accident had brought to him a patient 
with an exactly similar condition. Besides these, he had found 
in the dissecting rooms of the Berlin University a specimen of a 
skull in which all the parts had been removed which were rotten 
in the Vienna specimen just shown, excepting the canals—the 
facial and the three semicircular canals. He thought that this 
would be the method of treating such a patient, as the morbid 
specimen showed, and a little later had an opportunity of treat- 
ing such a patient with exactly this condition, who had suffered 
from purulent otitis for several years. He operated accordingly, 
removing the soft rotten tissue with a curette, and found the 
canals to be intact and ivory-like, withstanding the cleansing 
of them. He then showed the specimen he had acquired in 
Berlin, which illustrated the operation. The patient recovered 
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without any unpleasant symptoms and was presented before 
several societies, among them the American Otological Society, 
in whose 7ransactions the case was published. 

In concluding, Dr. Knapp said that aural complications of 
brain disease form an important branch of the work of the 
physician and the surgeon. The main object is an early diagnosis 
and the prevention of the brain complications by treating the 
ear, using lumbar puncture when meningitis is threatened, and 
when the graver stages are reached to seek its location, when 
operation will save many a life. 

Dr. Dencu said he had operated on one case of encephalitis 
of septic origin, and that the operation had been followed by re- 
covery. He considered that the blood count was a diagnostic 
measure of great value, especially in the diagnosis of brain abscess, 
the differential count being of much greater importance than the 
actual degree of leucocytosis present. In a case where brain ab- 
scess is suspected, a large increase in the number of polymor- 
pho-nuclear cells would be strongly confirmatory of brain abscess. 

In regard to the case observed by himself and to which Dr. 
Starr had referred, the two important diagnostic points were the 
temperature and the differential blood count. In referring to 
this case, Dr. Starr had made a slight error. The polymorpho- 
nuclear percentage never rose above 79. In this case the 
abscess was evacuated late, and the patient died twenty-four 
hours afterwards from meningitis, which was undoubtedly 
present when the operation was performed. 

Dr. Dench did not agree with Dr. Starr regarding the presence 
of leucocytosis in cases of sinus thrombosis, with extension of 
the thrombus into the internal jugular vein. In none of his 
own cases of sinus thrombosis had he seen any marked increase 
in the leucocyte count. A high percentage of polymorpho- 
nuclear cells was frequently present in this condition. 

With reference to what Dr. Starr had said about operations on 
brain abscess, he, personally, believed that the otologist was the 
man to perform these operations in all cases of otitic origin. If 
the otologist did not know how to do these operations, he should 
at once learn. 

Regarding whether the abscess should be evacuated by the 
tympanic route or by the route above the zygoma, Dr. 
Dench was inclined to agree with Dr. Starr, that in all cases 
where the operation was exploratory, the route above the 
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zygoma should be chosen. In cases where, at the time of 
operation, there was caries of the tympanic roof, and upon removal 
of the carious bone discolored dura was found, with possibly a 
sinus leading directly into the cavity of the brain abscess, then, 
of course, the tympanic route should be the one chosen for 
evacuation. In cases where a brain abscess was suspected, and 
simply an exploratory operation was to be performed, such ex- 
ploration should always be made above the zygoma, for the 
reason that, if the opening were made through the ¢egmen tympani, 
the operator would be entering the cranial cavity through a 
septic field. It was important, in all of these cases, to make the 
exploration as thoroughly aseptic as possible. 

The speaker did not agree with Dr. Starr as to the feasibility 
of turning down a large osteo-cutaneous flap in exploring for an 
otitic brain abscess. If an abscess were found under these con- 
ditions an infection of the bony flap would almost certainly take 
place, and would probably be followed by fatal meningitis. It 
was much better, in these cases, to make a large opening in the 
skull by means of the chisel and rongeur, to drain the abscess 
thoroughly, and if the large defect of bone caused any difficulty 
later, to insert a plate of sterile celluloid or some similar 
substance. 

Dr. Blake’s remarks about the tympanic cavity were well-timed. 
No one who has operated on many mastoid cases can fail to see 
the intimate relation which the pneumatic spaces of the mastoid 
bear both to the middle cranial fossa and to the lateral sinus. 
The distribution of many of the smaller pneumatic spaces is 
irregular, and will vary in each individual case. In other words, 
with an acute inflammation of the middle ear, the surgeon is 
never certain, owing to the anatomical differences which may 
exist, exactly what the danger is of intracranial infection in any 
particular case. He must always bear the danger in mind, 
however. 

Dr. Dench also agreed with Dr. Blake as to the relative fre- 
quency of the micro-organisms present in acute inflammation,— 
that is, pneumococcus first, then the streptococcus, then mixed 
infection, and then the staphylococcus. 

Dr. Blake’s remark, that epidural abscess was simply an act 
on the part of Nature to prevent a general meningitis by 
walling off the septic area, was a view which the speaker had long 
maintained. Owing to the fact that an epidural abscess is com- 
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pletely walled off from the general cranial cavity, the mortality 
in these cases is but slight. Dr. Dench had operated on thirty- 
eight cases of this kind, with only two deaths; the fatal termina- 
tion in these two cases was due to some cause independent of 
the abscess. 

With reference to sinus thrombosis, of which Dr. Blake had 
spoken, Dr. Dench mentioned the fact that although usually the 
sinus wall was thickened, as the result of infection, in some of 
the cases, and especially in the very early stages, the sinus wall 
was sometimes very thin—in fact, ulcerated. In a case of this 
character operated on recently, a free incision of the sinus and 
removal of a small clot—resulted in the complete recovery of the 
patient. 

As to interference with the internal jugular vein, the speaker 
thought in every case where the vein was tied, it should be 
excised from the point of ligature in the neck to the base of the 
skull. 

Regarding the mortality of sinus thrombosis, Dr. Dench had 
operated on 41 cases, of which he had records, and of these, 33 
had been cured and 8 had died. In 14 cases the jugular was ex- 
cised, and of these, 10 were cured and 4 died. In most of the 
cases which died subsequent to jugular excision, pneumonia was 
the cause of death, the disease having been present prior to the 
excision of the internal jugular vein. 

Dr. MCKERNON remarked that there was little to add to what 
had already been said on this subject, but that there was one 
point which he had hoped Dr. Starr would mention, namely, the 
possibility of gaining some knowledge by means of the X-ray. 
This has been used, and he believed successfully, in the clinics 
at Bordeaux and Vienna. He himself had tried it in two cases, 
one of which had given negative and the other positive results. 
In the latter case the abscess was found in exactly the spot indi- 
cated by the ray. In future this may prove to be a valued 
method of making a diagnosis. Dr. Starr had spoken of the 
contra-indication for the use of iodoform drain in a brain 
abscess. The speaker did not think any one had had better suc- 
cess in curing cases of brain abscess than Macewen, and while he 
does not use iodoform pure and simple he uses it with an equal 
part of boric acid, packed in very loosely. He does not allow 
the withdrawal of the gauze until the abscess pushes it out. It 
is placed in the bottom of the cavity and comes out by the 
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pressure from the brain. This method had been used by him- 
self several times, and with uniformly good results. 

Dr. McKernon said that another point which he was glad to 
hear Dr. Starr mention was the irrigation of the cavity with hot 
saline solutions. He himself had advocated this in three cases 
of brain abscess eight or nine years ago, and had been severely 
criticised for attempting to irrigate at all. It was contended 
then that the abscess should simply be evacuated and mopped 
out with gauze. The irrigation certainly washes away necrotic 
material, and if there is an encapsulated abscess, it makes it 
much cleaner than the sterile gauze. Another point on which he 
wished to add his testimony was in favor of the polymorpho- 
nuclear count. It had helped him much in cases of brain 
abscess, epidural abscess, and sinus thrombosis. It is a most 
valuable aid in the diagnosis of these cases. He was also in 
accord with having a large opening in operations for brain 
abscess and not draining through the tympanum. In every case 
of intracranial complication the time element is a very important 
feature, and enters largely into the successful outcome of the 
case. The fewer minutes taken, the greater the probability of 
recovery. 

Dr. BERENS said that he agreed with Dr. Starr in general, but 
while he agreed that special skill and wide experience were neces- 
sary for successful operative work upon the brain, he certainly 
felt that the modern operating aurist was at least as well qualified 
as the average general surgeon. Perhaps the future will develop 
specialists on brain surgery, but he thought that they would de- 
velop from among the aurists. 

Dr. SPRAGUE told of two cases of suppurative meningitis fol- 
lowing otitis, showing the value of the blood-count. In one of 
these before the mastoid operation the blood-count was 17,000 
and the polynuclear count 94 percent. The patient was expected 
to die, but after the operation everything went well for six weeks, 
when the patient was suddenly taken with nausea and vomiting, 
the temperature rose rapidly, and in two or three days death 
ensued from meningitis. Before death another blood-count was 
taken showing 32,600, and the polynuclear count was 87 per cent. 
At the autopsy there were several scattered collections of purulent 
material on the brain surface and several areas of encephalitis. 
The other case showed a similar condition at the autopsy, but all 
through the illness the blood-count did not go above 11,000, with a 
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polynuclear count of about 70 per cent., and after the meningeal 
symptoms were pronounced the white count was only 7,500. This 
was surprising and must be unusual. In a case of brain abscess 
which had been operated upon, after the operation the white 
count was 10,000. The count was made every four or five days 
and suddenly, one day, was discovered to be 30,000. Then the 
brain was separated where the original opening had been made 
and a half ounce of pus escaped. This showed the value of the 
blood-count in an intracranial collection of pus. As to who 
should do these operations, he thought that if they were to be done 
by the general surgeon he should know more about ear anatomy 
and disease conditions ; and if by the aural surgeon, he should 
know more about brain surgery. It was very necessary to remove 
the focus of infection, and the tympanum, antrum, and the attic are 
the points where the infection starts, so they should be thoroughly 
cleaned in order to prevent re-infection of the brain after opera- 
tion, and most general surgeons are not well informed in regard 
to this region. He himself had only seven brain abscess opera- 
tions tohis credit. Three of these died and four lived. Of those 
who lived, two were operated through the roof of the mastoid, 
with a counter-opening through the parietal wall of the middle 
cerebral fossa, and in the other cases the point of attack was an- 
teriorly through the parietal wall, there being no communication 
directly through the tympano-mastoid roof. All of these cases 
were irrigated with saline solutions and did well. The fourth 
case was a cerebellar abscess case and that also did well. 
The diagnosis is one of great difficulty, and there is always 
more or less confusion in the symptoms of brain abscess, as 
there is also the possibility of brain abscess and meningitis being 
combined. 

Dr. WiLLt1AM M. Leszynsky said that, with the exception of 
the assistance derived from the examination of the cerebro-spinal 
fluid, the difficulty of making a diagnosis in individual cases of 
otitic brain abscess seemed to be as great as it was some years ago. 
He related the history of a case operated upon for left mastoid 
disease, in which indications of cerebral involvement developed 
subsequently. There were headache, fever, vomiting, and sen- 
sory and jargon aphasia. Lumbar puncture was made. The 
fluid escaped under high pressure, and its examination proved 
negative. On account of the complete auditory aphasia, it was 
thought probable that an abscess involved the temporal convolu- 
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tions, although in left temporo-sphenoidal abscess the so-called 
optical aphasia is the form usually present. 

Shortly after the lumbar puncture, the patient began to im- 
prove, and within forty-eight hours the aphasia had entirely dis- 
appeared. When a patient with symptoms of abscess of the brain 
dies from sudden respiratory failure, the probabilities are that a 
cerebellar abscess was present. In one of his cases, just as the 
cerebellar abscess was opened, the patient ceased to breathe, al- 
though the pulse continued for several minutes. - Many similar 
cases are on record. He thought it would be impossible to make 
a diagnosis of cerebellar abscess based upon the electrical reaction 
of the facial nerve, for in every case that he had seen in which 
there was a facial paralysis it had been of the peripheral type and 
usually accompanied by the reaction of degeneration. In regard 
to the cerebellar syndrome referred to, he had seen many cases of 
cerebellar abscess of otitic origin, but had never observed this 
syndrome, which was more likely to occur in cerebellar tumor. 
He was interested in what Dr. Jacoby had said, for he had seen 
a number of cases in which the cerebral symptoms had entirely 
disappeared after lumbar puncture or free saline catharsis, and he 
had therefore attributed the manifestations to serous meningitis. 

Dr. GRUENING said that the method followed by otologists in 
finding and treating abscess of the brain had not been correctly 
stated in this discussion. Bergman and Ké6rner have shown that 
the otitic brain abscess lies very near the diseased bone. Most 
frequently the antral and tympanic roofs are involved. It is but 
natural that these structures should be removed together with as 
much of the temporal bone as may be necessary for unimpeded 
manipulation and free drainage. The advantage of this method 
is that drainage is aided by gravity. The application of mensu- 
ration in locating otitic brain abscess works well in theory but not 
in practice. It also seemed to him pertinent to mention here the 
name of Zaufal, the otologist of Prague, who has taught us to deal 
successfully with one of the most serious of intracranial lesions. 
He was the first to remove the clot from the infected lateral sinus, 
and to tie the jugular vein, thus marking an era in otology. 

Dr. STARR, in closing the discussion upon his paper, expressed 
his appreciation of the manner in which it had been received. 
The statements had been made without the slightest personal 
reference to any one whom he had seen operate, and incidentally 
he would say that he had probably witnessed as many brain opera- 
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tions by different surgeons as any one in the room, if not 
in America. The points he had wished to inculcate by his 
criticism of brain-abscess operations by otologists, he was per- 
fectly willing to reiterate. One of the speakers had remarked 
that he had apparently arraigned the whole surgical profession 
in regard to brain surgery. Heconsidered it an unfortunate fact 
that less attention had been paid to brain surgery in this country 
than it merited. There are very few men in this country who 
have given special attention to this important branch, excepting 
Keen, McBurney, Hartley, Cushing, and McCook, and the 
advances along this line of work have been made largely by 
Kocher, von Bergman, Horsley, and Macewen. Horsley for 
three years did very little but brain surgery. Macewen gave 
great attention to it for a number of years, and is still giving 
attention to this branch. Horsley does most of the cerebral 
surgery in England and is busy all the time. There were very 
few men who had taken up this branch of surgery so carefully 
and accurately in this country. Dr. Sachs had agreed with him 
that our surgeons have neglected this field to a large extent. 
There are competent men in this country who have done 
excellent work, and he had called attention to the methods which 
should be pursued, as he believed that great progress could be 
made and better results attained by the adoption of these 
methods than by the present methods employed. He did not 
wish to be a harsh critic, but he hoped that his remarks would 
stimulate work, which would result in a better percentage of 
recovery in this most important class of cases. In regard to 
such operations as Dr. Dench had described as exploratory, 
while he agreed that many operations are exploratory, he did not 
think that this affected the statement that they should be large in 
their field. Explore if necessary, but not through a little opening, 
or with a probe. You are going to set free a mass of pus in a 
cavity and it will permeate the meninges and be a prelude to 
death. If one is going to explore, it should be done so that if 
anything is found the proper procedure can be followed. It is 
amazing how safe such operations are when done properly, and 
they obviate the dangers of cerebral hernia in brain surgery. Dr. 
Starr said that he had never seen such a hernia in any case 
where a large flap had been made in the bone so that it could be 
replaced properly, keeping the brain in place. Where the opening 
is small there is liable to be a hernia, and as a rule a cerebral 
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hernia is a septic process, If there is a large opening and proper 
drainage, there will be no such condition. The danger of irri- 
gating is only a danger when the opening is small and there is no 
exit for the water pumped in. The question of aphasia brought 
up by Dr. Sachs he had not alluded to, as he had gone into this 
matter freely in a paper before the Otological Society some time 
ago, which was subsequently published. In this paper he de- 
scribed the so-called optical aphasia and spoke of the fact that 
Freund and Pick had called attention to the peculiarities due to 
temporal lesions. He might have dilated a little more upon the 
point that in a brain abscess we have to deal with a lesion of the 
tract which passes between two centres, visual memory and audi- 
tory memory centres, in which numbers of things seen and heard 
are stored up. When an impression gets to either of these centres 
the object is recognized, but when the tract between these 
centres is broken the association between the visual and the 
auditory memory is broken, and then the appearance of an object 
does not bring to mind its name, and naming an object does not 
call up the memory of its appearance, hence the patient cannot 
name objects shown him, or describe objects which he hears 
named. Side by side with these association tracts lies the visual 
tract, and a lesion of this will cause hemianopsia with the optical 
aphasia. 

In regard to the question of radiographs, brought up by Dr. 
McKernon, Dr. Starr said that he had only had two radiographs 
taken in brain abscess, and neither of these showed anything. 
He had a large number of cases of brain tumor on record where 
radiographs had been taken, but had received no help from the 
pictures given by the X-ray. He was aware that some had 
had reported different results, but he questioned whether the 
consistency of the softened mass of the abscess or tumor would 
differ so much from the brain tissue around it as to give a 
picture which would be reliable. Ofcourse it would be a great 
aid if we could be sure in that matter. 

Dr. BLAKE in closing said that, in view of the remark of Dr. 
Gruening, he wished to emphasize the undesirability of draining 
a brain abscess through a septic cavity, and the importance of a 
thorough cleansing of all the parts adjacent to an infected site; 
the opening of the cranial cavity being a distinct operative 
procedure, We certainly do get a large number of extradural 
abscesses of small calibre both posterior to the mastoid and 
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above the tympanum, and only an otologist is able to appreciate 
the frequency with which these occur. Ordinarily he packed 
these extradural abscesses, but after thorough cleansing he had 
succeeded in getting them healed, coincidently with the mastoid 
wound, by first intention. He was very glad to hear the question 
of the blood-count and lumbar puncture brought out, for in 
recent services he had made this a part of the regular procedure 
in all cases of suspected intracranial complication of otitic 
disease. 

REGULAR MEETING, MARCH 9, 1906. DR. GRUENING IN THE CHAIR. 

Presentation of Instruments. 


Eustachian sounds. By SIDNEY YANKAUER, M.D. 

The sounds are made of catgut surrounded by a resinous sub- 
stance. They are soft, smooth, and very flexible, and can be 
sterilized by dipping them in boiling water. In shape they resem- 
ble the urethral sound rather than the bulb-pointed bougie—z.e., 
they are of uniform diameter, tapering at the tip, They are 
graduated in size. A scale is attached to each sound so that 
the distance to which it is introduced can be measured. On 
account of the softness, smoothness, and flexibility of the instru- 
ments they can be used very freely without producing irritation 
of the tube, and hence rapid dilatation of obstinate strictures 
becomes possible. They are made by Messrs. Tiemann & Co. 


Papers. 
Infective sinus thrombosis : varieties of systemic infec- 
tion and treatment. By ARNOLD Knapp, M.D. (Printed in 


full in this number.) 
Discussion. 

Dr. Kipp said that he had nothing to add to Dr. Knapp’s ex- 
cellent presentation of this subject, but regretted that he had 
failed to refer to the operations recently devised by Piffl, Gru- 
nert, Voss, and Iwanoff for the exposure of the bulb of the jugu- 
lar vein. Of these, the Grunert operation is undoubtedly the 
most thorough, as by it the sigmoid sinus, the jugular bulb, and 
the internal jugular vein are converted into a continuous open 
gutter ; but the danger of injuring the facial nerve and of invad- 
ing the vertebral artery if the transverse process of the atlas has 
to be resected in order to reach the bulb will doubtless prevent 
many surgeons from resorting to this method, when the much 
simpler and much less dangerous operation described by Voss 
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and Iwanoff will enable us to reach the bulb after complete re- 
moval of the tip of the mastoid. Iwanoff removes the lower and 
lateral bony wall of the sinus up to its junction with the bulb and 
then takes away the bone covering the lateral and lower part of 
the bulb. He then lifts up the sinus and cuts out the lower mem- 
branous wall of the sinus. Through this opening the bulb can be 
entered, and if it should not be sufficiently large he removes the 
posterior triangular wall of the jugular fossa. Dr. Kipp said 
that in a few of his own cases in which the bone was carious up 
to the jugular fossa the removal of the bone exposed the jugular 
bulb without difficulty. Other surgeons have doubtless operated 
in the same way but have not reported their operations. 

Dr. EAGLETON said that Dr. Knapp had done well to call at- 
tention to the fact that when possible the ligation should be made 
above the facial and the external jugular preserved. In the case 
reported by him in February, ligation above the facial might have 
prevented the fatal outcome. Dr. Knapp had failed to say any- 
thing of the importance of bleeding from the diploic vein as a 
diagnostic point of value prior to the opening of the sinus, to the 
value of which he had called attention in the paper read before 
the Section in February. As to the different methods of opera- 
tion, the one spoken of by Dr. Knapp was the one in general use 
at the Newark Eyeand EarInfirmary. Neither Grunert’s method 
nor the opening through the floor of the tympanic cavity had 
ever been performed. In a recent visit to one of the large Euro- 
pean clinics he had an opportunity of observing three cases of 
jugular-bulb thrombosis operated by this latter method, in every 
one of which apparently a permanent facial paralysis resulted. 

Dr. Poo.ey said that when speaking of systemic infection we 
should not overlook the possibility of the occurrence of pneu- 
monia, due to pneumococcus infection. The usual impression is 
that the pneumonia is due to an infarction, but a case had 
recently been brought to his attention of a child with an acute 
purulent otitis with pneumococcic infection which subsequently 
developed a very severe pneumonia, and this should be borne in 
mind when there is pneumococcic infection of the sinus. The 
occurrence of diarrhoea is another symptom in the course of a 
purulent infection. Macewen has suggested that cases which have 
a typhoid character may be mistaken for enteric fever, and that 
the infected material may pass through the tympanic cavity into 
nose and pharynx, and thence into the bowels and there become 
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the active cause of diarrhcea. This might be a valuable sugges- 
tion. Another point brought out by Dr. Knapp is that the in- 
fection may be first in the superior petrosal and pass thence into 
the sigmoid, or it may exist as independent foci in both the petro- 
sal and the sigmoid. A point not referred to by Dr. Knapp, but 
presented in a most admirable paper by Dr. James F. McKernon, 
is that the cases of primary-bulb thrombosis generally occur in 
children, because the dome of the bulb is high up and only sepa- 
rated from the tympanic cavity by a thin wall. He did not know 
whether or not this was an original suggestion by Dr. McKernon, 
as he did not quote very extensively in the paper from the litera- 
ture of the subject. In regard to the indications for ligature of 
the jugular, he did not see how anything could be added to the 
very complete presentation of the indications for this procedure 
given in a paper published by Dr. Whiting in 1898. 

Dr. LipMAN said that he was glad to note that Dr. Knapp used 
the terms general infection and metastatic infection rather than 
septicemia and pyemia. These latter terms are dangerous from 
a clinical standpoint because one really does not know what is 
meant, and many a patient has been lost because after a primary 
or a secondary operation toxic symptoms appeared, and the case 
was put down as septicemia or sepsis without any proof that such 
was the case. He had been much interested in the study of in- 
fection from mastoid and ear disease, but unfortunately in the 
last few years the material for such study had not been very 
satisfactory, and he had not been able to thoroughly verify his 
observations; but as a rule they can be divided into several sets: 
First, local lesion in the mastoid or tympanic cavity. The con- 
dition may be one of great severity and yet there may be no 
bacteria in the blood current. In the second type, the bacteria 
may get into the blood current and remain there for a while and 
then disappear, or may remain until the death of the patient ; 
in either event an endocarditis or other metastatic infection may 
be developed or not. In the third class, beginning with a local 
lesion and involvement of the sinus, a metastatic process is set up 
in the lungs, and bacteria may or may not be found beyond that 
point. These points have a certain importance in diagnosis 
because if you have a case which has been operated upon locally 
and the symptoms continue, and a blood culture is made with 
negative results, one has no right to assume that the patient has 
“septicemia.” The condition may be due to abscess in the 
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lungs, though you may not be able to diagnose it. One should 
go in and explore for a complication of the local lesion. In one 
case of sinus thrombosis the patient was operated upon and yet 
the symptoms continued. Two blood cultures were negative, and 
it was concluded that there must be some local condition which 
was keeping up the trouble. The boy died, and on autopsy a 
purulent thrombosis of the sinus was found lying on the posterior 
part of the posterior portion of the temporal bone. Dr. Gruen- 
ing also had a case in which the symptoms continued after the 
mastoid had been examined and the blood culture was negative. 
A second operation was advised and a sinus thrombosis was 
found. 

The presence of bacteria in the blood is not alone sufficient to 
say that the patient is suffering on that account. There must be 
a large number of bacteria in the blood to be able to make such 
a diagnosis. A small number plus endocarditis also can 
account for the symptoms. In two cases where he had made a 
diagnosis of sinus thrombosis by exclusion, he had excluded 
every other possible focus. One of these was a young man, 
aged nineteen, with a diagnosis of typhoid fever. The leucocyte 
count was not high, and there was nothing found upon which to 
make a diagnosis until the left ear was examined. Here was found 
a certain amount of evidence of otitis media, some tenderness of 
the mastoid, etc., but Dr. Gruening said not sufficient evidence 
to demand operation. A blood culture was taken and some strep- 
tococci were found, but the only lesion was the apparent slight ten- 
derness of the mastoid. These two points taken together seemed 
to indicate that the streptococci were invading the system from 
the ear, and an exploratory operation was urged. This was done 
and a sinus thrombosis was found. The second case was a 
woman with an otitis media of some years’ standing, and it wasa 
question whether or not she had malaria. The finding of strepto- 
cocci in the blood led us to believe that sufficient was going on in 
the mastoid process to go in and explore, and here also a sinus 
thrombosis was found. The patient recovered. The general belief 
now is that you do not find metastatic purulent deposits without 
a sinus thrombosis. Koerner has suggested that in some of these 
cases the lesion is in the veins in the bone (osteo-phlebitis). Dr. 
Libman said that he had not himself had opportunity to study 
this point. 

Dr. Feirx Coun said that the treatment of sinus thrombosis 
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had been almost exclusively the subject of the discussion, while 
the subject of diagnosis and differential diagnosis had been 
referred to rather briefly. Dr. Knapp, in his paper, had also 
laid more stress on the operative procedures, intending, as he 
had stated in his opening remarks, that those points which he 
was obliged to treat more cursorily should be left for the discus- 
sion. Frequently in our practice we meet with cases in which 
the question of operation is of less importance than the establish- 
ment of a diagnosis. In many cases we cannot make a positive 
diagnosis of sinus thrombosis, but must satisfy ourselves with the 
“ probable diagnosis” of the existence of a sinus thrombosis, and 
yet this latter condition, the establishment of a “ probable 
diagnosis” only must be considered in formulating our indica- 
tions for operative interference. 

Our indications will be furthermore influenced by the fact 
whether we are dealing with the complications of a chronic sup- 
purative or an acute suppurative inflammation. In complica- 
tions in the course of chronic otorrheea, our indications should 
naturally have a greater latitude, so that it becomes our duty to 
operate not only in “ manifest” cases of thrombosis, but even in 
only “ probable” cases, and for the reason that our indication 
for operation is always grave, and the briefest delay might prove 
fatal to the life of our patient. Furthermore, an exploratory 
operation in chronic inflammatory conditions is generally a fairly 
safe operative procedure. 

Our indications in regard to complications of acute suppura- 
tive inflammations are, however, less broad. We can all agree 
with Dr. Knapp that with rare exceptions the presence of a 
“manifest” sinus thrombosis warrants an immediate operative 
interference—possibly with a few exceptions in individual cases. 
In regard, however, to those cases in which the diagnosis is only 
“ probable ”’—and such cases are not at all infrequent,—a little 
conservatism and a little timely delay are wise and frequently in- 
dicated. A careful study of the differentially-diagnosticated 
possibilities, even a delay, if necessary, of a few days will be 
advantageous to our patients, because exploratory operations in 
the course of acute suppurative inflammations are not always 
harmless procedures, and furthermore an immediate interference 
is not always urgent. 

In acute cases the differential diagnosis between sinus throm- 
bosis and other pathological conditions is also frequently very 
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difficult, both in regard to the differentiation with local inflam. 
matory conditions, such as osteitis, osteo-phlebitis, and even an 
aural sepsis; that the latter condition exists without a 
complicating sinus thrombosis is admitted by most otologists. 
The osteo-phlebitis of Koerner, in its initial stages, likewise may 
simulate sinus thrombosis, and our temperature charts, the results 
of the blood examination, etc., may be almost identical with our 
findings in sinus thrombosis. As Dr. Knapp has already stated, 
the osteo-phlebitis of Koerner usually terminates favorably, and 
for that reason it behooves us to delay occasionally until a 
differential diagnosis is possible, so as not to operate for sinus 
thrombosis in cases of osteo-phlebitis or aural sepsis. 

But not only local foci of inflammation may simulate sinus 
thrombosis; sometimes the acute infectious diseases—scarlet 
fever, measles, influenza, central pneumonia, and even malaria— 
may make up asymptomatology simulating a sinus thrombosis, 
and in the co-existence of the above named infectious diseases 
with aural disease the differential diagnosis may be most difficult, 
and the sepsis induced be erroneously referred to the aural 
complication. In acute suppurative inflammation, therefore, a 
little conservatism and a little delay, in order to establish a posi- 
tive diagnosis, if possible, will be of benefit to our patients. 

Dr. WHITING said that he was glad Dr. Knapp had emphasized 
the distinction between the various forms of infection, those 
from which metastatic processes resulted, and those which 
resulted in local inflammatory manifestations short of metastases. 
All operators have seen such manifestations in connection with 
sinus thrombosis, both in cases where the jugular has been 
resected and in cases where jugular resection has not been prac- 
tised. Dr. Whiting illustrated his meaning by reporting a case 
upon which he had recently operated, in which there was bac- 
terial absorption without the infection being sufficiently severe to 
produce a suppurative process. Dr. Whiting called the atten- 
tion of the Section to a symptom of jugular-bulb thrombosis, 
which he had observed on three occasions and which he regarded 
as a valuable aid to diagnosis. These patients presented various 
characteristic symptoms and manifestations of sinus thrombosis, 
and yet when the sinus was exposed it appeared normal. Upon 
close inspection, however, the vein gave the impression of not 
being so large and full as a healthy sinus should be, and upon 
palpation it was not only fluctuant but softer and less resisting 
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than would be the case under normal conditions. As near as 
he could describe it, it resembled the fluctuancy of a rubber 
glove finger filled with water. When this sinus was incised an 
immediate and lively gush of blood escaped, but the volume of 
the blood current was less copious and forcible than would have 
followed the incision of anormal sinus. Upon opening the sinus 
in the first of these cases, it bled immediately, and the impression 
at first created was that the vein was patent and without clot, but 
in the subsequent exposure of the sinus downward toward the 
bulb, the emissary vein was lacerated, revealing a fibrino-plastic 
clot protruding from its torn lumen. This experience convinced 
the operator of the certainty that there was a thrombus in or 
about the bulb. The sinus was packed at its distal end, the 
bulb was then opened freely and found filled with a partly 
organized clot. He considered this symptom one of importance, 
and had no doubt but that others of those present would have 
an opportunity to observe it. 

As regards the indications for resecting the jugular, Dr. 
Whiting considered that inability to re-establish the circulation 
from the bulb was a positive indication of resection of the 
jugular, whether the clot contained at the bulb had undergone 
purulent disintegration or not; also, that the jugular should be 
resected in every instance when the clot in the sinus had under- 
gone purulent disintegration in any portion. 

The speaker regarded intravenous infusion of normal saline 
solution in these cases, whether during the operation or im- 
mediately after its completion, as a matter of the greatest im- 
portance, and a procedure the value of which could not be 
overestimated. Where the patient is in an extreme condition, 
it is an excellent plan to begin the infusion before the operation 
is completed. 

Dr. BERENS said that he would like to call attention to a class 
of cases that had only been touched upon in the paper, namely, 
cases of descending phlebitis extending down the sheath of the 
vein, or the vein walls, beginning as a septic thrombosis. About 
a year ago he had had acase where there was a septic thrombosis 
of the lateral sinus, The jugular was resected above the entrance 
of the facial vein, but the temperature and other symptoms 
persisted and the wound was reopened. The walls of the jugular 
were found to be striated and infiltrated with a whitish material. 
The blood in the vein was fluid. The striation extended down 
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as far as could be reached, to beneath the clavicle, where it was 
tied. In the course of a few days the patient died from sepsis. 
A post-mortem was not allowed, but the wound was enlarged 
and examined down to the vena cava, the walls of which were 
also found to contain these whitish striations. A microscopic 
examination later showed that the walls of the innominate vein, 
and jugular were infected by a mixed infection of pneumococci 
and staphylococci—the descending phlebitis extending all the 
way from the lateral sinus to the ends of the large vessels of 
the chest. He thought the fact of the possibility of such a 
condition is a strong argument for the early exsection of the 
jugular, besides the fact of the possibility of small particles 
of clot entering the circulation from the jugular bulb when 
one is curetting in that region. When the jugular vein is 
involved, we should waste no time in going into the neck 
and examining the vein and excising a portion of it after it 
is tied, subjecting this to microscopic examination, and being 
guided by that as to whether or not the whole vein should be 
exsected. If aclot should be found in the sinus and a practi- 
cally healthy sinus should be found on each side of the clot, he 
saw no reason why we should not cut off the circulation by plugs 
and open the sinus without going into the jugular; but where 
the clot extends into the bulb, good surgery demands that we tie 
the vein somewhere below the clot. 

Dr. RICcHARDs said that he had unfortunately not heard Dr. 
Knapp’s paper, but had been interested in that portion of the 
discussion relating to the question of primary jugular-bulb throm- 
bosis. He had seen in the recent literature reports of cases 
diagnosed as such in which the route of infection was said to 
have been through the tympanic floor, and had been struck by 
the lack of evidence upon which these statements had been 
based. The chief conditions suggesting the diagnosis were : 
First, the rapidity of onset of sinus symptoms following acute 
middle-ear suppuration; second, the apparent absence of mastoid 
involvement, and the finding within the sinus of a thrombus 
which invaded the bulb. Consider these factors separately: 
First, the rapidity of onset of sinus symptoms following middle- 
ear suppuration is in no way distinctive of primary bulb throm- 
bosis, nor suggestive that the route of infection is through the 
flcor of the tympanum. Though the sinus knee is frequently 
farther removed by distance from the cavity of the middle ear 














Otological Section, N. Y. Acad. of Med. 255 


than is the dome of the jugular bulb, yet it is in exceedingly 
close relation to this cavity through the venules which arise in the 
vicinity of the antrum, traverse the mastoid, and empty directly 
into the sigmoid sinus aboutits knee. This explains the extreme 
rapidity with which thrombosis may occur in the upper portion 
of the descending sinus limb. The element of time as a factor 
in the differential diagnosis of primary bulb thrombosis is not 
based upon firm anatomical grounds. He had operated recently 
upon a case in which the sinus symptoms had developed within 
forty-eight hours after the inception of the middle-ear suppura- 
tion. The clot was located about the sinus knee, the bulb being 
altogether uninvolved. He had seen other cases similar to this 
in their rapidity of onset, and in which the thrombi were located 
entirely above the bulb. From the clinical standpoint also the 
element of time as a differentiating factor in the diagnosis of 
primary bulb thrombosis is of little significance. Second: The 
fact that the mastoid is not macroscopically involved does not 
entitle us to assume that the bone is not invaded by bacteria. 
The appearance of bone (particularly of that diploic structure 
found in young children) is exceptionally misleading. We are 
frequently unable to tell whether such bone is macroscopically 
involved or not—much less able to decide with the naked eye the 
question of its bacterial invasion. It would be a very difficult 
problem to examine microscopically all mastoid structure along 
which an infective process might travel in reaching the sinus. 
Though we have a sinus thrombosis with the clot invading the 
bulb and could be assured of the fact that the mastoid was free 
from bacteria, this does not entitle us to assume that the route of 
infection is through the floor of the tympanum. As before 
stated, there are springing from the antrum numerous small ven- 
ules (often, however, of sufficient size to be seen with the naked 
eye) which traverse the mastoid field and pour their contents into 
the sigmoid sinus at its knee. Along these avenues bacteria may 
be carried to and find lodgment in the wall of the sinus without 
the intervening mastoid structure being involved—/. e¢., we have 
extension by local metastases. At the site of deposit a thrombus 
develops and extends downward to the bulb. Operating upon 
such a case and finding the mastoid apparently normal, it might 
be argued that the infection took place through the tympanic 
floor, that the jugular bulb was primarily invaded, and that 
the clot had extended upward from this point. He had reported 
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recently in the Mew York and Philadelphia Medical Journal a 
case of sinus thrombosis interesting in this connection. The 
mastoid appeared absolutely uninvolved, the bone was intensely 
sclerotic, the clot was confined to the upper third of the descend- 
ing limb and did not invade the bulb. In this instance had 
operation been deferred for twenty-four or forty-eight hours the 
clot in all probability would have extended down into the lower 
portion of the sigmoid or into the bulb. Then it might have 
been claimed that the case was one of primary bulb thrombosis 
and that infection occurred through the floor of the tympanum. 

A second route frequently taken by the infective process 
and one often mapped out in bones the seat of chronic suppura- 
tion, is along the deep cells extending vertically from the 
floor of the aditus and antrum downward over the posterior 
semicircular canal toward the tip. At the lower border of 
the semicircular canal, these cells (well demonstrated in pneu- 
matic bones) lead inward toward that constricted portion of the 
horizontal limb of the sinus near the bulb. We operate upon 
such a case, and finding the thrombus only in the lower deep 
portion of the sigmoid, infer that it originated in the bulb and 
that the infection was through the tympanic floor, unless by 
chance the path of the disease along the above-mentioned cells 
is so grossly mapped out as to be visible to the naked eye. To 
report such cases as cases of primary jugular-bulb thrombosis, 
claiming that the route of infection is through the tympanic floor, 
upon such evidence, is altogether unwarrantable. 

Dr. F. B. SPRAGUE said that from his observation he felt 
that some operators were too much inclined to ligate the internal 
jugular. Personally he had had but about a dozen cases and he 
had not ligated in any of them, but was in favor of ligation in 
proper cases. All but three of the cases had gotten well, and 
these probably would have died anyway. One point to be 
considered in collateral circulation was that there is a certain 
amount of collateral circulation which takes place in the posterior 
surgical triangle, which goes to the posterior part of the neck 
instead of through the jugular, so if we do ligate the jugular we 
are not shutting off every avenue of infection to the body. In 
regard to the question of diagnosis, he cited as illustration a case 
on which he had operated Monday. The boy had been in the 
diphtheria ward of the hospital in January suffering from a very 
severe attack in which the membrane was said to have come to the 
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border of the teeth and on the cheeks, and when it was exfoliated 
it came off in a great slough. He was very sick, but was finally 
discharged as perfectly well. After two weeks he was afflicted 
with acute middle-ear inflammation, which broke of itself and 
discharged, and nothing was thought of it. In the meantime his 
brother was taken with infectious cerebro-spinal meningitis, and 
last week this boy was again brought to the hospital in a very 
excited and nervous condition, temperature 105°, Kernig’s sign 
in both legs, tache meningeale, and suggestive evidence of 
cerebro-spinal meningitis. He had a suppurative ear with a 
small amount of discharge in the canal. On cleansing the canal 
it was found to be reddened, and the drumhead was also red- 
dened, with a small perforation in the upper anterior portion, a 
very unusual site. The other drumhead was intensely congested, 
and the superior wall of the canal also, as in meningeal engorge- 
ment. Hedid not wish to operate immediately as he saw no positive 
evidences for doing so, being naturally influenced by the menin- 
geal history. The temperature was 104° to 105°, high tension, rapid 
pulse, and an extremely nervous condition. The blood-count was 
only 8000. The case was operated upon on Monday, as after a day 
or two there seemed to be some suggestion of trouble in the 
mastoid. No pus was found, but the mastoid was softened and 
there was a small accumulation of cheesy deposit in one small 
cell. Upon working through to the sinus, the inner wall was 
found to be eroded. The sinus was opened and a clot removed 
which extended from the knee tothe bulb. A flow was obtained 
posteriorly, but not from the bulb. The patient was in such a 
bad condition that it was not thought well to proceed farther. 
For the last forty-eight hours his temperature has been 102°, and 
he is apparently doing better, although of course is still in a bad 
condition. The question of diagnosis here lay between cerebro- 
spinal meningitis and sinus thrombosis. 

Dr. Sprague also told of another case operated upon last week, 
the patient having been operated upon two or three times previ- 
ously in St. Louis, and then by a colleague in Providence. He 
had had a profuse discharge of pus all this time, and at the first 
operation it resembled an old appendicitis pus in odor. When 
Dr. Sprague first examined the case he thought he saw the point 
where the pus came from—apparently through the floor of the 
tympanum. At that time the patient was beginning to run the 
characteristic temperature curve of sinus thrombosis, mounting 





258 Otological Section, N. Y. Acad. of Med. 


higher each day to 104°. A second operation was advised, 
thinking there was some trouble in the bulb. The sinus was 
practically free, the blood was fluid, and nothing observed to 
warrant opening it, but a lot of necrotic tissue was removed from 
the mastoid. Following into the labyrinth and the semicircular 
canals necrotic tissue was also removed. A curette was easily 
passed through the floor of the tympanum, reaching to the side of 
the naso-pharynx. Fora day or two after the operation, the pus 
came from this retropharyngeal abscess, but then ceased, and the 
man is apparently doing all right. This is another case of 
apparent septic sinus thrombosis and no thrombosis at all. The 
Doctor also told of a case of meningitis, which died a few weeks 
ago, and upon autopsy an old clot was found in one of the 
sigmoid sinuses, which had evidently been there for many years, 
but had given the man no trouble whatever, although he was a 
little deaf on that side. This was an instance where an inflam- 
mation of the sinus with thrombosis recovered without operation 
of any kind. 

Dr. Knapp, in conclusion, said that he had intended his paper 
to be an introduction to a general discussion of the subject 
without having anything new to present. He was a little disap- 


pointed that in the discussion the conservative side of the ques- 
tion was not better represented, for he thought that the tendency 
is to treat sinus cases too radically. He was also a little disap- 
pointed that the speakers had not given more definite indications 
for ligating the jugular vein. 
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179. VERNIEUWE. On the embryonic and post-embryonic de- 
velopment of the cochlea in mammals and in man. 

The development of the cochlea was studied in specimens of 
white mice, rats, bats, guinea-pigs, cats, dogs, and human 
embryos, with the following conclusions. The various parts of 
the cochlear duct are developed more rapidly at the base than at 
the apex. The tympanic scala is formed before the vestibular 
one. The second column as well as the external rod cells are 
developed from the small epithelial ridge, while the inner rod 
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cells are developed from the larger epithelial ridge. Corti’s 

membrane appears on the surface of the large epithelial ridge, 

It is a cuticular structure. There are twenty-two illustrations, 
OPPIKOFER. 


180. GELLE. <Adenopathies in nasal and rhino-pharyngeal 
affections. 

The course of the lymphatic vessels in the nose and naso- 
pharynx is described. Then the various diseases of the nose are 
given which lead to glandular swellings. OPPIKOFER. 


181. REétTHI. The secretory nerve centres of the soft palate. 

This examination was made exclusively on cats. 

I. The secretory facial nucleus. About 6mm anterior to the 
calamus scriptorius and about 2mm distant from the middle 
there is no distinct secretion. The area in which the minimal 
current furnishes secretion is about 1mm square. The nucleus of 
the secretory fibres which are contained in the facial trunk is 
situated underneath the fourth ventricle, and there is a nucleus 
for each side. 

II. The secretory sympathetic nucleus is situated at the level 
of the fifth or the sixth cervical vertebra on each side of the 
middle line. The secretory fibres leave the spinal cord at about 
the first or the second dorsal vertebra and lose themselves in the 
terminal strand. WANNER. 


182. Hajek. On the so-called intra-epithelial glands of the 
nasal mucous membrane. 

The first part of this paper treats the morphology of the so- 
called intra-epithelial glands. In the second part, in regard to 
the origin of the bud-like processes, we find the curious state- 
ment that the goblet cells are cast off in great quantities on 
account of the increased mucous secretion. There is, however, 
no reason given for this assumption, nor are there any histologic 
pictures. On this basis the author endeavors to make a distinc- 
tion between the goblet cells of the buds and those of the rest of 
the mucous membrane, and criticises the opinion of those authors 
who regard these structures as intra-epithelial glands. We, 
however, find no reason to change our views in these statements. 

ZARNIKO. 
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183. KRETSCHMANN. The acoustic function of the air-containing 
cavities tn the ear. 

The main feature of this paper is to show that the middle-ear 
apparatus increases feeble sound and diminishes sound that is 
too strong. Seventeen fundamental experiments are described. 
The author at first endeavors to show that solid bodies are 
caused to vibrate and to sound with air waves. The transmis- 
sion of a certain amount of sound from air to a solid body is not 
to be doubted, though the statement of the author, that the 
increase in pitch on approaching a solid mass with a tuning-fork 
depends upon the resonance of the latter, has not been proven. 
Six quadrilateral pieces of wood 15¢m long and 14cm thick are 
united by bands to form a block. If the tuning-fork is then held 
in front of the long surface the increase of the pitch is slight. 
The increase was greater on moving the fork to the edge, but 
greatest when it was placed opposite the facade of the block. 
This has nothing to do with rods and rod vibrations, as the 
author believes, because the same phenomenon can be observed 
with flat, empty boxes of tin or paper. In my own experiments 
which have been performed with a small a’ tuning-fork, the im- 
portant point was the size of the surface in front of which the fork 
was placed. If I made use of a table or the wall of a room, there 
was no increment. There was, however, an increase if a surface 
about as broad as your hand was selected, and especially if I ap- 
proached a thin ruler 1%4cm broad with its edge parallel to the 
handle of the tuning-fork. Instead of a ruler, a round ora quadri- 
lateral rod of 1-2cm in diameter may be used. This is not true reso- 
nance, but a disturbance of the sound-distribution surrounding the 
fork, as is shown if we place the fork ona solid body. The ruler 
resonates the least and the table the most; in other words, just the 
opposite conditions to the author’s experiments. I should like in 
this connection to mention the following observations: If I ap- 
proach a small ruler to one margin of the tuning-fork so that the 
long diameter of the ruler is parallel to the blade of the fork and 
the diagonals of the blade sections are situated in the area of the 
ruler, a decided intensity of sound is present. This is explained 
because the ruler disturbs the well-known interference of sound 
in a diagonal plane and not on account of a corresponding co- 
vibration oftheruler. The third attempt of the author shows an 
increment of the sound in the case where the fork is passed 
towards the hand and the long axis of the hand is parallel to that 
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of the fork. If the hand is situated at right angles to the fork, 
the effect is much less. The author believes from this that living 
bone is caused to vibrate by sound waves and the intensity 
depends upon the direction of the structure, which is unquestion- 
ably not quite correct, because an empty glove shows quite 
similar appearances. It has been previously shown by other 
authors that sound is taken up by bone from air. Then the 
author dilates upon the acoustic properties of cartilage with- 
out bringing anything new, and in the second part of his experi- 
ments he treats the question in what way the air spaces of hollow 
bodies react to sound waves. He studied the resonance of glass 
vessels which were empty or filled with pieces of cork. The 
mouths were either open or closed with a rubber membrane 
which had one or two openings closed with membranes, and con- 
cludes that we have in the middle-ear cavities an apparatus for 
increasing the sound, a conclusion which does not seem to be 
justified because the experimental conditions are surely very dif- 
ferent from the true conditions of the middle ear. If a rod in 
the form of a columella was placed between the two mem- 
branes which closed the two opposite openings of a glass resona- 
tor, it was shown that the transmitted sound was increased to the 
greatest extent in a middle pitch. The author, therefore, com- 
pares a columella and the ossicular chain with the sounding-post 
of the violin, and believes that the inner muscles of the ear are 
necessary to produce the desirable degree of tension. Similar 
hypotheses on tension have been previously suggested without 
being generally accepted, and this author brings no particularly 
new argument for their correctness. Finally experiments are de- 
scribed with apparatuses which are made up of an air and of a 
water chamber and with membranes like the drum membrane 
and the labyrinth windows and columella. But this apparatus 
differs not only in its dimensions, but fundamentally, from the 
natural one, especially because the water in it adjoins the air but 
in the labyrinth is closed off in all directions, so that the results 
can hardly be transferred to the ear. SCHAEFER. 


184. ALEXANDER and BARAny. A psycho-phystologtc investt- 
gation on the significance of the statolithic apparatus for ortentation 
in space in the normal and in deaf-mutes, 


Alexander and Bérdny’s experiments were instituted on 
static orientation with erect head, with head bent forward and 
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rotated, as well as by bending of the head and of the body. The 
results were the same in normal and in deaf-mute persons, in 
whom a destruction of the statolithic apparatus can be assumed. 
The authors conclude that under these conditions and especially 
in daily life excitation of the statolithic apparatus is of no 
importance for orientation in space. The question whether 
under certain conditions, when other sensations are excluded, 
the statolithic apparatus is not made use of for orientations 
has not been determined by these experiments. 
HAENEL. 


GENERAL, 


a—REPORTS. 


185. GRUNERT and DALLMANN. Annual Report of the Royal Ear 
Clinic in Halle, from April 1, 1904, to March 31, 1905. 4. f. O., 


vol. Ixv., p. 55. 
186. KasseL. School and ear diseases, Osterreichische Arztezeitung, 


No, 18, 1905. 
187. SACHS. Examination of the auditory organs of railroad 
employees. 4. /. O., vol. Ixv., p. 7. 


185. GRUNERT and DALLMANN. Annual report of the Royal 
Ear Clinic in Halle. 

After the statistical description of the material during the past 
year, five cases are completely reported where mastoiditis with 
sinus thrombosis was healed by ligation of the jugular vein or 
by the sinus operation. Fifteen of the nineteen fatal cases are 
fully reported. Of these, Case 1 is of especial interest,—a 
patient who had been repeatedly under observation and treat- 
ment in the clinics for a period of twenty-two years on account 
of symptoms which were very difficult to explain and led to many 
diagnostic mistakes and unnecessary operations, including tre- 
panning for supposed abscesses in the temporal and cerebellar 
lobes. In Case 5 a fistula was found in the semicircular canal at 
otoscopic examination, which was discharging pus. The laby- 
rinth was exposed and a radical mastoid operation was performed. 
Death resulted from intracranial pressure froma large not 
diagnosticated cerebellar abscess. Case 12: death from diffuse 
purulent meningitis, which apparently existed before the opera- 
tion. Complete operation, puncture of the cerebellum. The 
striking result of lumbar puncture performed before operation 
was a perfectly clear fluid with one or two staphylococcus 
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colonies in culture, and can be explained in either of the follow- 
ing ways. It is either a contamination of the lumbar fluid, which 
was sterile and obtained from the spinal canal, which was 
closed off above bya plastic exudate, or this is an example of a 
previously unknown condition of a clear lumbar fluid in diffuse 
purulent leptomeningitis. HAENEL. 

186. KassEL, School and ear diseases. 

In the schools in Posen there are an eye doctor and a physician 
for diseases of the ears, throat, and nose. The cases are referred 
to these physicians by the school physician, and they then under- 
take the treatment. The author examined children who had 
been referred to them because they were either deaf or their ears 
discharged, or they suffered from continuous colds and usually 
kept their mouths open. Notes made by the teachers were 
generally found correct. The purpose of the school is, there- 
fore, also to show the child the value of a healthy ear and eye 
and normal breathing. In 4522 children 2.4% were deaf and 
2.9 % were affected with purulent otitis. This number increased 
in the higher classes. That special classes for the deaf should 
be instituted the author agrees entirely with Hartmann. 

WANNER, 

187. Sacus. Examination of the auditory organs of railroad 
employees. 

Sachs was unable to determine any diminution of the hearing 
in the ordinary train service ; he was able, however, to determine 
the dangerous effect of the service on the ear, especially in the 
labyrinth, after examining the engineers. The disturbances 
appear first after a service of a number of years. Among the 
engineers, under thirty-five years of age, there were marked 
labyrinth disturbances in 8 4, while in those over forty-five the 
percentage was 46. Though this seems formidable from the point 
of safety of the service, it is not so very important, because practi- 
cally only optical signals are used. Of the accidents in the stations 
not a single one could be referred to a disturbance of hearing of 
the engine driver or the brakesman. The injurious effect of 
service on the locomotive upon the respiratory passages is shown 
by the frequent occurrence of atrophy of the nasal mucous 
membrane (in 25 % of the cases). The reliability of the statistical 
examinations of railroad employees suffers from the dissimula- 
tion frequently practised, especially in regard to symptoms such 
as tinnitus and vertigo. HAENEL. 
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b.—GENERAL PATHOLOGY AND SYMPTOMATOLOGY. 


188, BLAv. Experimental studies on the action of Fowler’s solu- 


tion ontheear. A. /. O., vol. lxv., p. 26. 
189. TAUBER. Cavernous hemangioma of the head. Wiener med, 


Wochenschr., No. 19, 1905. 

190, WEICHSELBAUM and GHON. The micrococcus meningitidis cere- 
brospinalis as the cause of endocarditis, and its occurrence in the 
noses of healthy and diseased persons. Wiener hklin. Wochenschr., 


No. 24, 1905. 
191. HENNEBERT, Oto-ocular reflexes. La presse oto-laryngologique 


Belge, 1905, part 5. 
192. BacinsKy. Aural economics. Berliner klin. Wochenschr., No 37, 


1905. 
193. KoyLe. Pseudacousma. 7%e Laryngoscope, June, 1905. 


194. Harris. Pathologic findings in intracranial complications of 
middle-ear disease. Zhe Laryngoscope, July, 1905 

195. HILDESHEIM. Deafness and epidemic cerebro-spinal menin 
gitis and posterior basic meningitis. Zhe Lancet, May 20, 1905. 

196. CLARKE. On some symptoms of cerebellar tumors, Zhe Bristol 
Medico-Chirurgical Fournal, June, 1905. 

197. RANDALL. Notes on otitic epilepsy. American Fournal Med. 
Science, August, 1905. 

188. Buiau. Lxperimental studies on the action of Fowler's solu- 


tion on the ear. 


Blau’s experiments on animals show that arsenic reacts in a 
similar manner to quinine, salicylic acid, and aspirin, and causes 
distinct changes in the ganglion cells of the spiral ganglion 
and of the ganglion of the Scarpa (changes in the cochlear 
protoplasma, especially in Nissl’s bodies and in the nuclear 
structure), HAENEL. 


189. TAuBER. Cavernous hemangioma of the head. 


A patient, twenty-three years of age, has suffered since the 
sixth year from an enlargement of the right cheek and a tumor 
in the right temporal region. There has been deafness on the 
right side for ten years. There is a defect in the large wing of 
the sphenoid, the zygomatic arch is eroded in a number of 
places, and the inferior maxilla shows some defects. 

The right auricle is situated lower than normally and is 
elongated ; the cartilaginous canal is contracted in the form of a 
fissure. Shrapnell’s membrane is a bluish transparent area pre- 
sumably from a malposition of a dilated vein in the tegmen. 
The left ear is diseased. On using the X-rays, both frontal 
sinuses are found unusually large. 
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The cause is supposed to be a persistence of the primordial 
anastomoses between the external jugular vein, the superior 
petrosal sinus, and the lateral sinus. WANNER, 


190. WEICHSELBAUM andGuHon. The micrococcus meningitidis 
cerebro-spinalis as the cause of endocarditis, and its occurrence in the 
noses of healthy and diseased persons. 

In nineteen cases, organisms were found in eighteen in the 
discharge from the nasal cavities and the nasal pharynx, which 
on microscopic examination resemble morphologically and by 
staining the micrococcus of meningitis. The authors conclude 
that in the rhinitis, which so frequently accompanies cerebro- 
spinal meningitis, this micrococcus is present. 

This inflammation of the nose and naso-pharynx is the process 
by which the micrococcus is transmitted to other persons. The 
transmission by discharge is only possible under conditions 
which do not interfere with the viability of the micrococcus. 

The examinations on the occurrence of these micrococci in the 
normal naso-pharynx were only made on those persons who 
came in contact with meningitis patients. In twenty-four the 
micrococcus was present definitely in three. The investigations, 
therefore, show that this micrococcus may be present in perfectly 
healthy persons even if there is no inflammation in the nose. 

WANNER. 


191. HENNEBERT. Ofo-ocular reflexes. 

The two following reflex phenomena are reported as contribut- 
ing to the more exact diagnosis of diseases of the labyrinth. 

I. An oto-ocular motor reflex observed only in two persons 
who suffered from hereditary syphilis. In one the movements of 
massage of the right hammer produced vertigo and a sudden 
horizontal deviation of both eyes to the left, which then im- 
mediately returned to the former position. There was no 
nystagmus, but definite lateral movements and immediate return 
to the median position. If the patient fixes an object, he observes 
a lateral displacement not only during the massage on the right 
side but also on that of the left, though when on the left side 
there were no tinnitus, no vertigo, and no changes in the ocular 
position, This second phenomenon is called subjective oto-ocular 
reflex. In the second patient this reflex showed the following 
peculiarities : On Gellé’s experiment on the right side, both eyes 
turned sharply to the right, with a gradual return to the median 
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position ; on Gellé’s experiment on the left side, there is mode- 
rate deviation of the left upwards. On the use of Delstanche’s 
rarefactor, the opposite condition results—the eyes turn to the 
opposite side. There is, therefore, a difference, whether one 
exerts centrifugal or centripetal pressure. 

II. The subjective oto-ocular reflex consists in a displacement 
in the position of objects, usually in a horizontal, rarely in a 
vertical, and more rarely in an oblique sense, without the slightest 
variation in position of the eyes. 

Both of these reflexes are symptoms of an irritation of the am- 
pullar apparatus, which is transmitted by the vestibular nerve to 
the Deiters nucleus, and from there to the oculomotor nucleus 
of the same and of the opposite side. BRANDT. 


192. BAGINSKY, Aural economics. 
A collection of the principal data occurring in examining aural 
injuries, which does not furnish any new points. MULLER. 


193 Kove, F.H. Pseudacousma. 

Pseudacousma is false hearing, a false perception of pitch in 
one or both ears, differentiated from diplacousis, a reduplication 
of notes or noises, and from paracousis, an abnormal perception 
of sound. Of the two cases reported, the first concerned a 
physician, aged sixty-one years, who had contracted a severe cold, 
followed by diminished audition, pain, fulness without tinnitus 
After the use of the galvanic current, a sensation of tension in the 
left ear was followed by a snap, like the breaking of a string, which 
injured the integrity of the stapedius. Now profound tinnitus 
of the marine-shell type appeared. All ordinary tones were per- 
ceived by the left ear from 3 to 5 commas of Pythagoras (4 of a 
semitone) lower in pitch than by the right. Dysacousma or 
dyseesthesia acustica, pain and distress for all musical sounds. 
The audition was impaired, tinnitus increased, but relieved by 
the recumbent position, and disappeared during occlusion of the 
left auditory canal. The long axis of the manubrium mallei had 
rotated, the short process was prominent. A.S.: C® and Ct — 
negative Rinne. C* and C* — positive Rinne with greatly lowered 
Ac; and for C and C'— Ac= Be. In both ears the lower tone 
limit was raised, diminished (senile) Bc. The upper tone limit 
was more lowered in the left ear. Cand C* — positive Weber. 
W = 2", Wh.=1’. C°, C, and C' lower for Ac, and Bc lower in 
left ear by 5, 5, and 3 commas respectively, while C*, C*, and C* 
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were heard 2, 5, and 2 commas higher respectively in the same 
ear. The pneumatic otoscope had a beneficial result. The 
second was the writer’s case, and differed but little from Case 1 as 
to the pseudacousma, except in etiology, physical characteristics 
and in treatment. He had in the left ear an Eustachian and 
middle-ear lesion, and lithemia responsible for the tinnitus. 
False hearing had been noticed for seven months. Between the 
tinnitus and the false hearing no relation could be demonstrated. 
The false hearing disappeared after proper dietetic and physical 
conditions had been established in connection with operations on 
the nose and treatment of catarrhal condition of Eustachian tube. 
M. Toeplitz, 


194. Harris, T. J.. Pathologic findings in intracranial com- 
plications of middle-ear disease. 

During the past ten years there have been treated in the Man- 
hattan Eye, Ear, and Throat Hospital 41,799 cases of ear disease. 
Of these 32,486 suffered with disease of the middle ear, and 
12,744 were of a suppurative nature. Among these were 60 
cases of intracranial disease: sinus thrombosis 23, brain ab- 
scess 7, meningitis 30, A. Of the 23 cases of sinus throm- 
bosis, 14 died, 9 recovered. The jugular vein was ligated in 15 
cases, not ligated in 8. Among the ligated cases, 6 recovered, 9 
died ; of those ‘not ligated, 3 recovered and 6 died. B. There 
were 7 cases of brain abscess, with 7 deaths: in temporo- 
sphenoidal lobe 6 times, in the cerebellum once ; 3 cases after 
acute, 4 after chronic, suppuration of the middle ear. C. Of 30 
cases of meningitis, 29 died, 1 recovered; of these, 6 were 
children under two years of age, 1 child of six, 1 of eight, and the 
rest were adults. In 15 of these there was chronic suppuration 
of the middle ear, in ro an acute, in 4 the character was not 
given, in 1 the ear was healthy. Bacteriology: 3 cases had 
streptococcus, 6 diplococcus, 6 a mixed infection. Eighty-three 
radical mastoids were followed by 10 cases of fatal meningitis ; 
in 2 not until after the second operation, when skin grafting had 
been practised and the wound closed. Meningitis also followed 
the simple mastoid operation in 20 cases. M. TOEPLITZ. 


195. HILDESHEIM, O. Deafness and epidemic cerebro-spinal 
meningitis and posterior basic meningitis. 
Hildesheim found deafness follow directly as a sequel of 
posterior basic meningitis in only one case amongst 100. 
ARTHUR CHEATLE. 
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196. Clarke, J. Mitchell, On some symptoms of cerebellar 
tumors. 

Clarke relates two most remarkable cases of cerebellar tumor 
in which complete deafness and very distressing tinnitus long 
preceded the pathognomonic symptoms of cerebellar tumor. 
In one case the tumor was found to be a fibroma the size of a 
small apple; it was oval in shape, and involved the right lateral 
lobe chiefly and very extensively, and also extended into the 
middle and left lateral lobes. The pons and medulla were 
flattened from pressure. The exact origin and relation of the 
growth could not be determined, In the other case no post- 
mortem examination is reported. 

He also relates two cases in which Méniére’s attacks were the 
first symptoms of cerebellar tumor. He points out that optic 
neuritis occurs early in the majority of cases of cerebellar growth, 
and serves to differentiate such cases from pure internal ear 
disease. 

In the first of these two casés a large fibroma was found in the 
left lateral cerebellar lobe, and in the second a large soft sarcoma 
of loose structure was present in the central portion of the middle 
lobe, extending for a considerable size into each lateral lobe, re- 
placing the greater part of the white matter. 

ARTHUR CHEATLE. 


197. RANDALL, B. A. Notes on olttic epilepsy. 

A boy, aged eight years, had an acute suppuration of the left 
ear after a drenching by a hose, with penetration of water into 
that ear. When the suppuration slackened, epileptiform attacks 
set in, sometimes four or five in the day. The leucocyte count 
decreased from 18,000 to 8,000. There was a moderate dis- 
charge of yellow pus from the left ear. The fundus was filled 
by a fibrous polyp mass attached by a broad base up and for- 
ward, and bare bone was felt beyond it. Attacks of rigidity, 
switching of the right thigh and leg and of the left hand, rapid 
winking of both eyes, and unconsciousness for sixty seconds 
were observed every day. After tympanic exenteration they 
did not cease, but were even more numerous. Only after com- 
plete exenteration of the mastoid containing unhealthy bone and 
granulations, the attacks decreased in frequency and severity, 
until they stopped entirely during the last three months. 

M, TOEPLITZ. 
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¢.—METHODS OF EXAMINATION AND TREATMENT. 


198. FREY. The influence of maritime climate and sea baths on the 
ear. Wiener med. Presse, No. 50, 1904. 

199. DELNEUVILLE. Medication by carbonic gas at Spa in diseases 
of the throat, nose, ears, and eyes. La presse oto-laryngologigue Belge, 
No. 4, 1905. 

200. NEUMANN. Severe operations on the ear in local anzsthesia. 
Wiener klin. Wochenschr., No. 41, 1904. 

201. SEIFERT. Onalypin. Deutsche med. Wochenschr., No. 34, 1905. 

202. NEUENBORN. Ethyl-chlorid narcosis in the treatment of the 
nose, throat, and ear. Arch. f/. Laryng., vol. xvii., No. 1. 

203. BAUMGARTEN. Therapeutic experience. Wiener kiin. therapeut. 
Wochenschr., Nos. 31 and 32, 1905. 

204. KREIN. A new apparatus for subcutaneous paraffin injections, 
Wiener klin, therapeutische Wochenschr., No. 42, 1904. 

205. BARTEL. An apparatus for inhalation experiments. Wiener 
klin. Wochenschr., No. 30, 1905. 

206. HARTL and HERRMANN. On the inhalation of vapors contain- 
ing bacteria. Wiener klin. Wochenschr., No. 30, 1905. 

207. SCHILD. Ethyl-chlorid anesthesia of the membrana tympani 
and external auditory canal. ourn. Amer. Med. Assoc., July 8, 1905. 

208. WacceTT. A note on skin grafting. Yournal of Laryngology, 


July, 1905. 


198. Frey. Zhe influence of maritime climate and sea baths 
on the ear. 

After a survey of the literature on the subject, the advantages 
and disadvantages of the sea climate for the various ear diseases 
are treated. 

The sea baths of the Mediterranean are of value to relievé 
catarrhal middle-ear processes, and the infiltrations and swellings 
of the mucous membranes after otitis disappear more rapidly. 
Especially in cases where an operation had been undertaken on 
account of chronic suppuration, the sea baths were very advan- 
tageous, and in cases after diphtheria and scarlet fever. 

Chronic adhesive processes and sclerosis are not influenced, 
while the question of their value in diseases of the internal ear 
is not decided. They are improved if associated with constitu- 
tional disturbances, such as anemia, chlorosis, etc. In any case a 
residence at the seashore is not essential, but it may be of dis- 
tinct advantage. WANNER. 

199. DELNEUVILLE. Medication by carbonic gas at Spa in 
diseases of the throat, nose, ears, and eyes, 

The carbonic-acid springs at Spa are recommended not only 
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for anemia and chlorosis and diseases of the heart and vascular 
system, but they have recently been made use of in affections of 
the respiratory passages. The author first discusses the physio- 
logical peculiarities of carbonic acid, its origin and production, 
and then describes the methods of use. The carbonic acid may 
be used in water by means of a nasal douche, in the form of a 
spray (36-40° C.), as a nasal bath, and finally as inhalations in 
especially adapted rooms. The carbonic acid can even be used 
in the gaseous form as a nose douche. 

The carbonic acid can be used to advantage in aural suppura- 
tions, in chronic catarrhs of the nose and throat complicating ear 
troubles. Its value in nervous deafness rests probably upon sug- 
gestion, The author has observed improvement in ozena, and 
recovery in cases of chronic rhinitis. Improvement has also been 
observed in hay-fever. BRANDT. 


200. NEUMANN. Severe operations on the ear in local anes- 
thesia. 

To anesthetize the drum membrane, a mixture of equal parts of 
cocain, carbolic acid, and menthol is used. This is applied 
with a cotton pledget directly on the drum. .The results are 
moderate. 

For operations in the tympanum where there is a defect of the 
drum, asolution of 5-10% cocain is used. The drum membrane 
and the canal, of course, remain sensitive. The same thing oc- 
curred when an injection of a 10 solution into a polyp was 
practised. 

The new method of Neumann consists in injecting under the 
periosteum a warm 1 % solution of cocain and tonogen (5 drops of 
tonogen to 1¢cm of 1 % solution of cocain). 

In 20 acute cases of disease of the mastoid process, the pain- 
lessness in many was absolute; hemorrhage, exceedingly slight. 

The needle is introduced obliquely to the surface of the mas- 
toid process down to the bone and 3-4ccm of the solution 
heated to 50° C., are injected underthe periosteum. A single in- 
jection is sufficient to produce complete anesthesia. 

The method is of no value in subperiosteal abscesses. 

Cases where the radical operation was performed could be op- 
erated upon in absolute anesthesia to the end. In these, instead 
of using cocain, a 1 % solution of eucain with tonogen was used. 
Three syringefuls were injected under the periosteum of the 
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mastoid process, 1-2 syringefuls behind the auricle, under the 
periosteum of the anterior margin of the mastoid process, and 2-3 
syringefuls from the auditory canal into the periosteum of the 
bony canal. After 20 minutes the cutaneous incision and the 
rest of the operation were free from pain. The plastic step was 
also free from pain. It is possible to remove the hammer and 
anvil and resect the outer wall of the attic in absolute anesthesia 
by this means after disinfecting the canal with a solution of lysol 
and peroxid of hydrogen. After anesthetizing with a fine spray 
of chlorid of ethyl, the curved needle of the spurting syringe is 
introduced under and posteriorly to the margin between the carti- 
laginous and bony canal down to the bone and the fluid is injected 
under the periosteum. In operations of some length part of a 
syringeful is injected at the anterior superior wall of the canal ; 
a single syringe suffices. After the injection it is better to wait 
from 10-20 minutes. The following operations were performed 
after this method : paracentesis, division of adhesions of the 
hammer, tenotomy of the tensor tendon, extraction of the ham- 
mer and anvil, curetting of the attic and antrum, resection of the 
membranous canal, and resection of the outer wall of the attic. 
There never were any inflammatory symptoms in the canal after 
this method. WANNER. 


201. SEIFERT. On alypin. 

The author has employed a 10  alypin solution as an anesthetic 
and as a substitute for cocain in a large number of small opera- 
tions on the nose, throat, and larynx. The anesthetic action is 
about the same asin a 10% solution of cocain, with the following 
advantages: 1. It can be made sterile by short boiling without 
disintegrating. 2. It is very much less poisonous than cocain; 
and 3. Itischeaper. It should, however, be mentioned that 
alypin has no vaso-constricting action, which is surely a disad- 
vantage in nasalsurgery. A $% solution of alypin is also service- 
able in Schleich’s method. NOLTENIUS. 


202. NEUENBORN. <Z¢hyl-chlorid narcosis in the treatment of the 
nose, throat, and ear. 

Narcosis with ethyl chlorid is recommended in short operations, 
for instance, adenoid vegetations, polypi, furuncles, and paracen- 
tesis, on account of the rapid onset of narcosis, the absence of the 
stage of excitation, the rapid awakening, and the absence of un- 
pleasant side effects. ZARNIKO. 
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203. BAUMGARTEN. Therapeutic experience. 

Protargol. Of no especial advantage in suppurations of the 
superior maxilla, but valuable in massage of the lower and middle 
turbinals witha 5% solution in vasomotor and nervous rhinitis. 
The application of a 5% solution in dry catarrhs of the naso- 
pharynx was also favorable. 

Orthoform and Anesthesin. In nervous rhinitis, especially in 
acute cases after the use of orthoform, the discharge from the 
nose ceases for several hours. 

Adrenalin and Tonogen. The action of these two is rather simi- 
lar, but the latter is rather cheaper. In operations a little more 
of the tonogen must be used than of the adrenalin. In naso- 
pharyngeal fibromata, adrenalin is to be preferred. Its constant 
use seems to exclude the stage of retrogression. 

In nervous rhinitis good results have been obtained on using a 
mixture of orthoform and adrenalin. WANNER. 


204. KREIN. A mew apparatus for subcutaneous paraffin 
injections. 

This is a description of a rather complicated apparatus in 
which the paraffin is kept fluid in the syringe and needle for a 
long time and the temperature can be exactly controlled. The 
syringe consists of two canule between which there is some 
glycerin which will keep a temperature of 55-40° for 29 minutes. 

Histological examinations after injections of paraffin are added. 
The author is opposed to the belief of Hertel that connective 
tissue is newly formed. The tissue is more apt to be torn and 
give way ; resistant parts such as connective tissue and blood- 
vessels are included and suffer retrogressive changes. 

He also found giant cells grouped about small islands of par- 
affin. WANNER. 


205. BARTEL. An apparatus for inhalation experiments. 

This is an apparatus by which very finely subdivided drops 
can be introduced into the lowest air passages, The animals 
are placed outside of the apparatus and inhale under a normal 
pressure. WANNER. 


206. HarTL and HERRMANN. On the inhalation of vapors 
containing bacteria. 

The authors have experimented on guinea-pigs with prodigi- 
Osus using an apparatus constructed by Bartel. The counting 
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of the bacteria showed that the greatest quantity was deposited at 
the beginning of the air passages, while towards the periphery of 
the lungs there was a rapid diminution of the inhaled germs. 
Only a very small part arrived at the margin of the lungs, It 


could not be determined whether they penetrated into the alveola, 
WANNER, 


207. ScHiLp. <Lthyl-chlorid anesthesia of the membrana tym- 
pani and external audttory canal. 

In minor operations about the ear-canal, Schild uses ethy]l- 
chlorid from a tube, to which a very slender nozzle, about two 
inches long, is attached at an angle. Evaporation is accelerated 
by a jet of air blown into the canal. The spray is shut off when 
the patient complains of an aching sensation. 


M. ToeEPLitTz. 


208. WaGGETT. A note on shin grafting. 

Before cutting the graft, Waggett applies a proprietary article 
called ‘* newskin,’’ of the nature of collodion, over the area from 
which it is to be cut ; this forms a varnish and adhering to the 
graft allows of free manipulation. 

ARTHUR CHEATLE. 


d.——-DEAFMUTISM. 


209. FALKOWITSCH. Examination of the hearing of the inmates in 
a deaf-mute institution of Wabern in Bern. Jnaug.-Dissertation, Bern, 


1905. 
210. BRYANT. Deafmutism and ptomain poisoning. Medical Record, 
August Ig, 1905. 
209. FALKOWITSCH. LZxamination of the hearing of the in- 
mates in a deaf-mute institution of Wabern in Bern. 


The inmates of this deaf-mute asylum were examined accord- 
ing to the methods of Bezold. We select the following facts 
from this interesting paper. The deafmutism was congenital in 
16; in 2 it was probably congenital; in 10 the deafmutism was 
acquired; in 3 cases, unknown. Among the 16 congenital deaf- 
mutes, 14 gave a history of hereditary taint. Oneof the children 
belonged to a deaf-mute mother. Of the 62 ears, 8 were totally 
deaf. In the remaining 54 there were more or less marked hear- 
ing remnants, which are divided into the six groups of Bezold. 
Agreeing with Bezold and other authors, the writer finds that 
Group VI., which represented the most marked hearing remnants, 
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included principally cases of congenital deafmutism. Thirteen 
ears, or 21 %, were suited for vocal training by the ear. 

In the examination with tuning-forks, if we proceed from the 
area perceived to the hearing limit, more tones are perceived than 
when the opposite direction is followed. The writer confirms 
the statement that rotation of most totally deaf does not produce 
vertigo or nystagmus, OPpPIKOFER. 


210. BRYANT, W.S. Deafmutism and ptomain poisoning. 

Owing to the obscurity of the cases of deafmutism, Bryant 
feels justified in associating ptomain poisoning, in the case of a 
girl two and one-half years old, from eating ice-cream, and in 
another, a girl two and one-half years old, an attack of “ fever” 
with the cause of subsequent deafmutism. He draws an analogy 
between the affections of the visual and those of the auditory 
mechanism, and tries to fill the gap in the otological literature by 
discussing and giving the entire literature on ocular affections 
due to botulism or ptomain poisoning. M. TOEPLITZ. 


EXTERNAL EAR. 


211. CRAMER. Furuncle of theear; mastoiditis. Wiener klin. Rund- 
schau, No. 34, 1905. 


211. CRAMER. SF uruncle of the ear ; mastoiditis. 


Report of a case of furuncle of the auditory canal where the 
differential diagnosis was particularly difficult because all symp- 
toms of mastoiditis were present. An operation on the mastoid 
process was decided upon. The auditory canal presented a 
pronounced swelling caused by two furuncles. 

After incising the posterior auditory canal wall, complete 
recovery took place in a short time. WANNER. 


MIDDLE EAR. 


a.—-ACUTE OTITIS, 


212. Heine. On the treatment of acute purulent otitis media with 
congestive hyperemia of Bier. Berliner klin. Wochenschr., 1905, No. 28. 

213. Scuuetz. Is catheterization indicated or contra-indicated in 
acute purulent otitis complicated by mastoiditis? /naug.-Disseriation, 
Bern, 1905. ; 

214. FORSELLES, ARTHUR A. The significance of paralysis of the 
abducens nerve in otitis media, Fincha Jlikaresdlisk. handl,., 1905, 


p. 136. 
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215. SPRAGUE. Scarlatinal otitis. Amer. Journ. Med. Science, Sept., 


190s. 
216. SHEPPARD. Otitis media mucosa. Amn. Ofol., Rhin., and Laryng,, 


June, 1905. 

217. KERLEY. Symptomatology of acute otitis in children. J. Y. 
Med. Journ. and Phila, Med. Journ., July 8, 1905. 

212. Heine. On the treatment of acute purulent otitis media 
with congestive hyperemia of Bter. 

This is the paper which Heine read at the last meeting of the 
German Otological Society. 

MUELLER. 

213. SCHUETZ. Js catheterization indicated or contra-indicated in 

acute purulent otitis complicated by mastotdttis ? 


The author injected }-1¢cm into the middle ears of cadavers. 
The fluids used were methylene-blue, blue-stained glycerin, pus 
from a purulent empyema. Then he catheterized, and finally 
opened the mastoid process in order to determine whether the 
fluid had penetrated the mastoid cells or not. He was able to 
observe that in presence of small perforations in the drum, the 
colored fluid was forced by the catheter into the mastoid cells. 
If, however, the perforation was large, then the mastoid process 
remained free and the fluid escaped by the auditory canal. 

In eight other cases he injected the same fluids, but did not 
catheterize. In only one case the fluid attained the mastoid 
process. In the other seven the mastoid process was free from 
fluid. In other words, not by the pressure of the injection but 
by the catheterization was the colored fluid forced into the 
mastoid process in the eighteen cases with a small perforation. 

From these experiments the author concludes that the air 
douche should not be employed in acute purulent otitis when the 
perforation is small, but if the perforation is large it can be used 
without danger. In other words, in the great majority of cases of 
acute otitis air douches are contra-indicated. We do not think 
that these deductions can be drawn from the above-mentioned 
experiments. The results obtained from an anemic and deaf 
mucous membrane, as is found in cadavers, are not applicable 
to the conditions when the mucous membrane is inflamed and 
swollen. Moreover, even if we admit that the discharge found in 
the swollen mucous membrane in the antrum is produced by the 
catheterization, the proof is not given that the mastoiditis 
occurring during the course of an acute purulent otitis is the 
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result of a catheterization. For we have to deal in the case of 
living patients with different and important factors: with un- 
usually developed pneumatic cells and large terminal cells, 
unfavorable drainage, increasing virulence of the bacteria, bodily 
over-exertion, and other unfavorable conditions of the patient 
with a weakened general system. OPPIKOFER. 


214. FORSELLES. The significance of paralysis of the abducens 
nerve in otitis media, 

A boy eleven years of age suffered from a left-sided purulent 
otitis with severe headache after an influenza, but without any 
mastoid symptoms. Shortly after an abducens paralysis ap- 
peared. On operating, some pus was found in the cells. As the 
pain continued, the middle cranial fossa was exposed, but nothing 
abnormal was found. Complete recovery followed. 

JOERGEN MOELLER. 


215. SPRAGUE, F. B. Scarlatinal otitis. 

Sprague found, among 60 cases of scarlet fever in the Rhode 
Island Hospital, 7 cases of suppurative otitis media developed 
during the disease, and 3 in active progress when admitted; 7 
bilateral and 3 unilateral. Three of the first 7 had no pain, but 


a sudden rise of temperature as the only sign. Of the 17 sup- 
purating ears, 2 went on to suppuration and necrosis of the 
mastoid, in 1 with a severe general infection the ear continued to 
discharge at intervals. Four cases healed well after paracentesis, 
and in one severe case with nephritis the drumhead and ossicles 
sloughed away. In the four cases with paracentesis the dis- 
charge contained streptococcus in pure culture, but showed a 
mixed culture within a week. One which had also a diphtheria- 
like bacillus healed the quickest. In cases with the double 
infection, diphtheria and scarlet fever, the Klebs-Loeffler bacillus 
was not found. Clinically, there are three forms of scarlatinal 
otitis: 1, acute serous otitis, occurring in a mild form at the 
beginning of the attack; 2, acute suppurative inflammation 
occurring somewhat later in the course of scarlet fever and de- 
pending upon the severity of the general infection; 3, acute 
necrotic inflammation, the malignant form, leading to destruction 
of middle-ear labyrinth and even to meningitis. According to 
experience at the hospital, three children with scarlet fever rep- 
resenting three different families had been quarantined, and each 
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child returned home with suppurating ears. Within ten days 
after their discharge from the hospital one other child from each 
family was admitted with scarlet fever. These cases were started 
by coming in contact with the discharge from the ears of the first 
three children. Cases of scarlatinal otitis with continuing 
otorrhcea should be detained in an intermediate station and kept 
away from other children at least two weeks after desquamation 
is complete. M. ToeEPLitz. 


216. SHEPPARD, J.E. Ovttis media mucosa. 

SHEPPARD describes eighteen cases, eleven unilateral and seven 
bilateral. Etiological factors have been: cold in the head nine 
times, nasal polypi twice, vasomotor rhinitis once, hypertrophied 
third and fifth tonsils once, hypertrophied fifth tonsil once, blow- 
ing the nose too hard once, “catarrh” once, nasal douche once, 
use of atomizer once, washing hair once, no evident cause 
three times. Symptomatology: deafness 25, tinnitus 16, auto- 
phonia 4, retraction 17, bulging 1, light reflex wanted 11, Eus- 
tachian tube narrowed 10, and appearance of fluid through the 
membrana tympani g times. The membrana tympani was not 
incised in 6, once incised in 6, twice in 4, three times in 3; five, 
seven, eight, twelve, eighteen, twenty-three times in 1 case. A 


striking feature of these cases is their proneness to intercurren} 
acute attacks of middle-ear inflammation. M. ToeEptitz. 


217. Kerztey,C.G. Symptomatology of acute otitis in children. 

In seventy-one cases of acute otitis in infants and young chil- 
dren one symptom only was present in all: an elevation of the 
temperature above the normal. The otitis was primary in three. 
One case was associated with German measles, in two scarlet fever, 
in seven measles, and in fifty-eight grippe or catarrhal colds were 
the cause. With but afew exceptions the otitis developed during 
the convalescence of an acute process elsewhere, and the ear in- 
volvement was suspected, because of a persistent elevation of the 
temperature, for which no other cause could be discovered. 
There was absence of pain in 50 cases, and among the remaining 
21 pain or discomfort was recorded. M. TOEPLITZ. 


b.—CHRONIC PURULENT OTITIS. 


218. NgruMANN. An antiseptic treatment of middle-ear suppurations. 
Wiener med. Presse, No. xlvi., 1904. 

219. Kutvirt. Airol as an aid to diagnosis of carious otitis. Wie- 
ner klin. Rundschau, No. xliv., 1904. 
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220. PoiTtzER. Changes in the labyrinth in chronic purulent otitis. 


A. f. O., vol. Ixv., p. 161. 
221. KOmMEL. On infectious labyrinthitis. Zeitschr. f. klin. Med., 


vol. lv. 
222, SELLO. On the correction of defects in the petrous bone with 


paraffin. Wiener klin,-therapeutische Wochenschr., No. xxii., 1905. 

223. HAHN and SAacerpoTe. Plasma cells in aural polypi. 4. /. 0O., 
vol. Ixv., p 300. 

218. NEUMANN. An antiseptic treatment of middle-ear suppu- 
rations. 

After reviewing the literature on the treatment with hydrogen 
peroxid and its action on bacteria, the following new procedure 
is described : 

The action of hydrogen peroxid is increased by mixing it with 
permanganate of potash, whereby a gradual and progressive liber- 
ation of oxygen occurs and aérobic micro-organisms are destroyed. 
Pus is readily coagulated by permanganate of potash solution 
(1:1000 ); if hydrogen peroxid be added, vesicles appear in the 
pus corpuscles, which enlarge and cause the pus cells to rise to 
the surface in clouds. 

The experiments were made on specimens where the roof of the 
tympanum and antrum had been removed and the cavities were 
filled with a mass of epidermis. The space was then closed with 
paraffin. 

On instilling the solution, the mass was forced into the auditory 
canal through a perforation of the drum. 

For cholesteatoma Neumann employs an ethereal and alcoholic 
solution of permanganate of potash. 

The accompanying drawing illustrates a glass balloon devised 
by Frey, to which is attached an aspirating appliance. The fluid 
can be aspirated into the balloon, but, on the other hand, it is pos- 
sible to collect the aspirated fluid in the glass vessels. 

WANNER. 


219. Kutvirt. Aérol as anaid to the diagnosis of cartous otttts. 

The observation that airol gauze in cases of chronic feetid 
suppurations, especially when the attack is involved, turns black 
at the place of perforation, induced the author to undertake 
bacteriological examinations, with the following results : 

1. Airol turns black from the action of certain bacteria which 
are found in otitis media. 

2. Inthe presence of bone these bacteria produce hydrogen 
sulphid. 
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3. This does not take place in media free from albumen. 

4. Dermatol resembles airol but to a much less extent. 

5. This is not an iodin or tannin reaction, because other gauzes 
do not change their color when they are exposed to the action of 
these cultures. 

6. It isa reaction of bismuth on hydrogen sulphid causing 
the generation of a black bismuth sulphid. WANNER, 


220. PoLitzer. Changes in the labyrinth in chronic purulent 
otitis. 

Nine cases were examined histologically. The changes are de- 
scribed collectively which are found in the labyrinth capsule, in 
the windows, in the labyrinth cavity, and in the auditory nerves. 
As to the diagnosis of secondary labyrinthine suppurations, ex- 
cept in the cases of exfoliation of the cochlea or a part of the 
labyrinth, we are seldom able to make the diagnosis before op- 
eration, because even in extensive changes in the labyrinth the 
characteristic subjective symptoms and objective conditions are 
absent. Politzer considers examination with a tuning-fork, and 
especially Schwabach’s experiment, as of more value in diagnosis 
than the so-called labyrinth symptoms, vertigo, nystagmus, vomit- 
ing, and subjective ear noises which are often absent. The 
exposure of the labyrinth suppurations frequently takes place 
only at the time of the radical operation of the middle-ear 
suppuration. A fistula is found in the horizontal canal, the 
promontory wall is carious, or there is a perforation through 
one of the labyrinth windows. Prognosis depends upon the 
kind of disease, the condition of the patient, and the localization 
of the labyrinth disease. In this connection fistule of the hori- 
zontal semicircular canal were frequently found at radical 
operations, and these give the best results, while suppurations 
in the cochlea are most unfavorable on account of their tendency 
to perforate into the internal auditory canal. This means that 
when we find a fistula of the semicircular canal we do not 
necessarily have to invade the labyrinth unless threatening 
symptoms are present, or the presence of pus suggests extended 
disease of the labyrinth. In necrosis and perforation of the pro- 
montory, if threatening symptoms are absent, it is sufficient to 
remove the promontory wall and to produce a large opening into 
the labyrinth without invading the labyrinth itself. If, however, 
the symptoms are severe, headache, fever, vomiting, an extension 
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of the suppuration to the posterior cranial fossa or to the internal 
auditory canal, and when a functional examination shows total 
deafness, then in cases of labyrinth caries the labyrinth cavity 
must be exposed either by the well-known method of removal of 
the posterior horizontal semicircular canal to expose the vestibule, 
or after the method suggested by Neumann, by which the internal 
auditory canal is also exposed and which is consequently regarded 
by the author as practically valuable. HAENEL, 


221. KOMMEL. On infectious labyrinthitis. 

The treatment of the infectious diseases of the labyrinth has 
progressed greatly in the last years, though the diagnosis of laby- 
rinth suppurations and especially of the insidious forms is far 
from perfected. These latent cases are sometimes extremely 
dangerous. It is, therefore, desirable to examine patients with 
labyrinth symptoms for changes of function to see in what way 
they aid diagnosis. 

The following 8 cases are reported with this object in view. 

Case 1. A girl nineteen years of age, with chronic purulent 
otitis. Whisper, right 8m, left 20m. Before operation no symp- 
toms of labyrinth complication. After operation severe vertigo, 
nystagmus on looking to the left, which diminished after a few 
days. Two months after operation a sequestrum of the semicir- 
cular canalis discharged. The course of healing was unusually 
tedious and prolonged. The oval window was later found 
exposed. 

About half a year after the operation the patient is in good 
health, occasional frontal headache, some tinnitus. The gait 
with eyes open is undisturbed ; with eyes closed, slight tendency 
to turnto the right. Nystagmus on lookingto theleft. Hearing, 
left normal, right whisper.o5m. Right lower limit d’, upper limit 
14,000, heard as well when the right ear is closed. The vestibule 
can be explored with a fine probe. 

Case 2. Female. Acute otitis media and mastoiditis after 
operation on the nose. No labyrinth symptoms before operation. 
At operation the horizontal semicircular canal is opened at one 
small area. On recovering from the anesthesia, severe rotatory 
vertigo, marked horizontal nystagmus on looking to the left. 
The patient lies on the diseased side. The vertigo is slight. 
Every movement of the head towards the affected side causes a 
renewed attack of vertigo. No fever. Gradual diminution of 
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these symptoms. Normal healing. After ¢ year the attacks of 
vertigo persist, especially after bodily exertion. One year later 
slight unsteadiness, especially after quick turns. Five months 
later no change. Standing with closed eyes is not possible. Ac- 
cording to Bezold, absolute deafness on the right side. 

Case 3. Twenty-two-year-old girl. Inthe course of an influ- 
enza-otitis, right sudden severe attacks of vertigo and vomiting. 
The patient could no longer stand alone. The radical operation 
showed that the oval window was exposed, the stapes absent, and 
fistula with granulations present in the horizontal semicircular 
canal. The vestibule was exposed from the horizontal canal, 
and from the oval window. The labyrinth symptoms disappeared 
rapidly. The wound healed normally, except for the region in 
the semicircular canal. Complete healing in one year. Then 
the lower tone limit was found at F sharp. Apparent deafness 
on the diseased side. Dizziness only on looking downward into 
a depth, but more severe than before the illness. 

Case 4. Seventeen-year-old girl. Occasional suppurations 
since childhood on the right side, which have been continuous 
for half a year. Swelling appeared two weeks ago behind the 
ear. The mother died from consumption. On admission nu- 
merous glandular swellings. On the right side, paralysis of the 
facial nerve. No vertigo, no disturbance of equilibrium, and no 
nystagmus. Moist rales over both apices. On May 3rst, radical 
operation. A large cavity filled with granulations exposed. 
Tubercle bacilli found in the granulations. One month later 
granulations removed from the cavity. A large sequestrum, 
including the greater part of the cochlea, the oval window, the 
superior and posterior semicircular canals, and a part of the ex- 
ternal canal, wasremoved. No vertigoafteroperation. A small 
sequestrum expelled later. On dismissal, October 5th, the 
cavity of the sequestrum is healed. The rest of the wound is 
still granulating. Deafness on the right side. 

Case 5. A girl eleven years old. Chronic purulent otitis. 
Fever one week up to 40° C. On admission the patient is very ill, 
with rigidity of the neck. July 27, 1903, operation. Cholestea- 
toma. Durain the region of the tegmen of the antrum exposed. 
It was found discolored green. There wasnofistula. Facial ca- 
nal eroded. Oval window opened. Probe enters into vestibule. 
This is broadly exposed. Dura over the tegmen of the tym- 
panum is incised. The pia is thickened and clouded. No 
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escape of liquor. Puncture of the brain negative. After op- 
eration pronounced nystagmus, unconsciousness in the evening, 
complete facial paralysis, rigidity of the neck, opisthotonos. 
Temperaure 38°, pulse 96, irregular. Vomiting. The cerebellar 
symptoms continued until July 24th. Then they improved. 
On a recurrence of the rigidity of the neck and a general aggra- 
vation, the cavity and the labyrinth fistula were curetted on 
August 7th. The dura was again incised over the region of the 
temporal lobe. About two teaspoonfuls of a milky, cloudy fluid 
evacuated, mixed with necrotic particles of tissue and flocculi. 
The cortex over the tegmen of the antrum softened to a depth of 
ticm. Drainage tube introduced. After operation sensorium 
clear, rigidity of the neck less. Then gradual convalescence. 
In January, 1904, the facial paralysis is still present. The 
wound cavity is closed. 

Case 6. Male eighteen years old. Chronic otitis on the left side. 
Vertigo on turning to the right, for eight days. Headache, fever, 
chills, marked Romberg. Temperature 37.4°, rigidity of the 
neck, Kernig’s sign. Rotatory nystagmus on looking to the 
right. Sensorium clear. March 4, 1903, at operation there 
was a large cavity filled with broken-down purulent material. 
The tegmen of the tympanum partly destroyed. Extradural 
abscess of the middle cranial fossa, which was broadly exposed. 
There is a fistula of the semicircular canal and defect of the 
stapes. The fistula is opened. The exposed dura is incised, 
no spinal fluid escapes. Recovery uneventful. Suppuration 
from the vestibule continues for some time. 

Case 7. Aman, thirty-eight years of age. Right otitis since 
childhood, vertigo for some time, facial paralysis for one day. 
July 25, 1904, at operation the oval window was found exposed, 
and there was a fistula of the semicircular canal. The vestibule 
lay bare. After operation the vertigo was permanently cured. 
Recovery uneventful. 

Case 8. A man forty-two years of age. Chronic left suppu- 
ration since childhood. May, 1904, vertigo, vomiting, marked pain 
in the ear. On August 8, 1904, operation. Cholesteatoma ; four 
small sequestra, which represented parts of the semicircular 
canals ; a large fistula in anterior semicircular canal ; no stapes. 
Three days after operation frequent vomiting, then undisturbed 
convalescence. Wound healing at the time of publication no 
completed. Some uncertainty on walking and standing. 
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The result of a careful examination of the labyrinth function of 
all of these patients can be briefly recapitulated. 


1.—Acoustic Function. 


In Case 1, before operation, the hearing was still good. After 
the intervention it gradually diminished, and six months later 
total deafness was present. It could not be determined whether 
the labyrinth disease existed before the operation (the good 
hearing on the side of the labyrinth disease would have then 
been remarkable) or whether it developed after operation. In 
all of the other cases the deafness was caused by the labyrinth 
suppuration. 


2.— Static Function. 


This was carefully examined according to the rules laid down 
by von Stein. The results are chiefly the following : 

1. Static muscular activity. 

(2) Standing on both feet was easily performed by all pa- 
tients as long as the eyes remained open, and the changes were 
not recent. The author assumes that shortly after the onset of 
the disease disturbances can be observed. On standing with 
closed eyes, many patients showed a tendency to sway in various 
directions in an antero-posterior or diagonal direction, or the 
body would describe a wedge shape. The author believes that 
the Romberg phenomenon after labyrinth disease differs from 
that of other causes by the rapidity of its onset after closure of 
the eyes and its rapid disappearance after opening the eyes. 
The swaying was increased if the patient stood on his toes. 

(4) Standing on one leg. It had not thus far been deter- 
mined whether disturbances of equilibrium in those suffering 
from tabes are more pronounced if the patient stands on one 
or the other leg. This has occasionally been observed in pa- 
tients with labyrinth suppuration, a fact to which Stein has 
lately called our attention. Of the author’s patients this was 
distinctly present in two cases ; in four, however, there was no 
difference. If there is a difference, the preservation of equi- 
librium is more disturbed on standing on the leg corresponding 
to the diseased side. 

(c) Standing on an inclined plane, examined by means of the 
goniometer. In this examination it was found that there was no 
characteristic difference between healthy persons and those with 
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diseased labyrinths, though the figures are too small to give 
definite results, 

2. Dynamic muscular activity. In severe acute disturbances, 
walking even with support is impossible. This gradually disap- 
pears, and even when one labyrinth is completely destroyed the 
ability to walk is restored. Functional disturbances after a de- 
fect in both labyrinths are not well understood. The author’s 
patients, after acute symptoms had disappeared, showed unsteadi- 
ness or slight swaying towards one side on walking straight 
ahead or backwards, often more pronounced when the eyes were 
closed, and on jumping on both legs or on one leg. 

3. Nystagmus was absent only in Case 4. In the other pa- 
tients it was present at least temporarily. It was either hori- 
zontal or rotatory. The frequency and extent of the individual 
excursions varied. It was present in all patients only on turn- 
ing the eyes to the healthy side. This condition was sometimes 
accentuated by operation. Passive rotation from the healthy to 
the diseased side increases the nystagmus, rarely leaves it unin- 
fluenced. Rotation in an opposite direction gives varying re- 
sults. Examination by means of the dynamometer and the 
galvano-current was also uncertain. 

Finally the author confesses that the results of these examina- 
tions are far from perfect. 

A diagram is added showing the course of the examination of 
each person suspected of labyrinth disease, as it is in force 
in the Heidelberg Clinic. This can surely be warmly recom- 
mended, and thus the danger of forgetting anything in the 
examination can perhaps be avoided. HINSBERG. 


222. SELLO. On the correction of defects in the petrous bone 
with paraffin. 

A collective review of the cases reported in literature, present- 
ing nothing of interest for the specialist, WANNER. 


223. HAHN and SACERDOTE. /lasma cells in aural polypi. 

The examination of twenty aural polypi revealed the constant 
presence of typical plasma cells in the connective-tissue spaces 
in numbers exceeding all other cellular elements. They were 
not present in the mucous membrane, nor in the drum mem- 
brane, tympanum, or tube. It seems, therefore, that there are 
products of chronic inflammation which are not tuberculous, 
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actinomycotic, or syphilitic, and in which the plasma cell js 
the preponderating element. HAENEL, 


¢.—CEREBRAL COMPLICATIONS. 


224. FORSELLES. On otitic consecutive diseases. Fincha lékaresdllsk, 


handl,, 1905, p. 203. 
225. CHAVASSE and TouserT. On temporal and endocranial compli- 


cations of otitic origin. Arch. internat. d’otol., etc., vol. xx., p. 86. 
226. MyGINnp. A case of otitic cerebral abscess with aphasia healed 


by operation. 4. /. O., vol. Ixv., p. 279. 
227. STEINHAUS. Pseudo-diphtheria bacteria the cause of a brain 


abscess. Miinchener med, Wochenschr., No. 37, 1905. 
228. KNOCHENSTIERN. On otitic serous meningitis. S¢. Peters- 


burger med. Wochenschr., No. 30, 1905. 
229. ALEXANDER. On the surgical treatment of otitic meningitis, 


Deutsche med. Wochenschr., No. 39, 1905. 

230. Voss. The curability of otitic purulent meningitis, with par- 
ticular regard to the diagnostic and therapeutic importance of lumbar 
puncture. Charité Annalen, 29. Jahrgang. 

231. UFFENORDE. A case of middle-ear suppuration. Deutsche med. 


Wochenschr., No. 36, 1905. 
232. JACK. Symptomatology, diagnosis, and treatment of encepha- 


litis and brain abscess. Zhe Laryngoscope, July, 1905. 
233. DencH. Two fatal cases fof brain abscess. Amer. Yourn, 


Med. Sciences, August, 1905. 
234. McKernon. Primary jugular-bulb thrombosis in children as a 
complication of acute purulent otitis media, with a report of cases. 


N. Y. Med. Fourn., July 1, 1905. 
235. Jack. Operation for cerebral abscess. Soston Med. and Surg. 


Fourn., July 20, 1905. 
236. AMBERG. The relative position of a forward lateral sinus, and 


its bearing on the choice of method for the total opening of the middle- 
ear cavities. 4. Y. Med. Fourn. and Phil. Med. Fourn., Sept. 9, 
1905. 

224. FORSELLES. On ofitic consecutive diseases. 

Since 1900 the author has observed 14 cases of endocranial 
complications, consisting of 2 brain abscesses, 1 extradural 
abscess, 7 cases of pyemia or sinus thrombosis, and 4 cases of 
meningitis. 

The first case of brain abscess is remarkable because amnesic 
aphasia was present, although the condition was situated on the 
right side and the patient was right-handed. In the case of 
an extradural abscess, the process in the tympanum had healed 
when an abscess appeared behind the ear, which led to operation. 
In the treatment of sinus thrombos' ‘he author is inclined to 
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ligate the jugular vein doubly, and to divide it. In one case the 
complicating thrombosis was presumably caused by exposing the 
sinus at operation. The author, therefore, believes that in these 
cases the retro-auricular opening should not be closed. In cases 
of meningitis the author recommends eradication of the primary 
focus and then exposure of the cranial cavity. MOELLER. 


225. CHAVASSE and TouBERT. On temporal and endocranial 
complications of otitic origin. 

These authors have operated on g1 patients, chiefly soldiers, 
during the past seven years on account of mastoiditis, and in this 
report they give a description of the symptoms and the course of 
the disease. In 74 cases the mastoiditis was uncomplicated ; in 
5 there was thrombo-phlebitis, in 3 otitic pyeemia without sinus 
phlebitis, in 4 an extradural abscess, in 2 meningitis, in 2 abscess 
of the temporal lobe; in 1 patient there was a cerebral abscess. 
In the last case pus had travelled from the labyrinth along the 
aqueduct of the vestibule. In the 2 abscesses of the temporal 
lobe there was a defect in the roof of the tympanum, and in 1 
case in addition an extradural abscess; 56 patients were operated 


on in cocain narcosis (using up to 3 grams of a I ¢ solution). 
OPPIKOFER. 


226. Mycinp. A case of otitic cerebral abscess, with aphasia 
healed by operation. 

This case is of interest because the usual erosion of bone 
down to the cranial cavity was present, but there was no direct 
evidence of inflammation in the dura mater observable to the 
naked eye. The dura was not adherent to the diseased brain. 
The changes in the brain were most pronounced at about 1cm 
from the cortex, and presented the picture of a hemorrhagic en- 
cephalitis, with beginning central suppuration. The focus was 
situated in the third temporal convolution, so that the sensory 


aphasia must be regarded as an example of distant action. 
HAENEL. 


227. STEINHAUS. Pseudo-diphtheria bacteria the cause of a 
brain abscess. 

In an abscess of the temporal lobe produced by a chronic 
purulent otitis, and successfully operated upon, the pseudo- 
diphtheria bacillus was found. As this was the only organism 
which grew on the agar plate, the author believes that it has been 
the communicative factor. SCHEIBE. 
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228. KNOCHENSTIERN. On otitic serous meningitis. 

According to Quincke, serous meningitis is a simple non- 
parasitic inflammation of the cerebral pial vessels which leads to 
exudation and increase of the cerebro-spinal fluid. To the few 
straightforward cases quoted in literature the following is added: 
A patient, fifteen years of age, had suffered for nine years from 
left-sided otorrhoea after scarlet fever. In the beginning of July, 
1903, gradually various psychic symptoms set in—a feeling of 
dread, insomnia, delusions, pain diminished over the entire body, 
hypereesthesia in the abdominal region, choked disk,and diminished 
sense of taste. August 4, 1903, the radical operation was per- 
formed. As very little was found wrong at operation, the dura 
over the temporal lobe was incised. The cerebrum was explored 
with a scalpel without encountering an abscess. 

After the outlet of a large quantity of cerebro-spinal fluid, all 
the symptoms disappeared, and the patient recovered. No re- 
lapse up to April, 1905. SACHER. 

229. ALEXANDER. On the surgical treatment of otitic meningitis. 

Alexander divides meningitis into three groups, purulent, 
tuberculous, and serous, with the explanation that these main 
divisions cannot be sharply separated, and that a serous menin- 
gitis may be the forerunner of a purulent or tuberculous lesion 
with an intervening interval of weeks or even months. Purulent 
meningitis may appear as a circumscribed or diffuse external or 
internal pachymeningitis or pachy-leptomeningitis, or true lepto- 
meningitis. In the acute purulent meningitis the kind and viru- 
lence of the micro-organism are decisive. Tuberculous meningitis 
is not amenable to operation, in the early stages, because the 
symptoms are not characteristic, and in the final stage, because 
the disease is then too well pronounced and other tuberculous 
foci are present. In the last years a number of cases of diffuse 
purulent meningitis have been reported which were healed by 
operation. 

The operative treatment of serous meningitis is much more 
favorable ; many favorable reports have been published. Diag- 
nostically, lumbar puncture is very important, though therapeu- 
tically its value is very slight. In any case, a clouded lumbar 
fluid does not furnish a contra-indication to operation, and in 
every case the attempt should be made to eradicate as 
completely as possible the purulent focus, with drainage of the 
intradural space. The operation should not be undertaken only 
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when the general condition is very poor. The value of removing 
superficial diseased parts of the brain must be decided by further 
experience. NOLTENIUS. 


230. Voss. The curability of otitic purulent meningitis, with 
particular regard to the diagnostic and therapeutic importance of 
lumbar puncture. 

This paper treats a question which at present engages the in- 
terest of otologists, namely, the curability of otitic meningitis. 

In the introduction, the unquestioned recoveries in epidemic, 
traumatic, and tuberculous meningitis are given. Then the 
published cases of healed otitic meningitis are reviewed, both 
the circumscribed and the diffuse varieties. 

The author was able to observe a number of pertinent cases 
in the Charité. 

Case 1. A man, thirty-three years of age, could not give any 
information about the onset of his ear trouble. On September 
9, 1901, while at work, he was taken ill with vomiting, vertigo, 
and headache. One week later he was admitted to the hospital, 
presenting the picture of a pronounced meningitis (stupor, 
rigidity of the neck and back, loud cries, congestion of 
the optic disks, etc.). These symptoms all disappeared on Oc- 
tober 18th without an operation having been performed. Ten 
days later a radical operation was performed. Granulations 
were found in the attic, in the antrum, and in the middle ear. 
After the operation the vertigo gradually disappeared. In the 
beginning of January, 1902, transient paresis of the ocular branch 
of the right facial nerve. The suppuration in the depth of the 
wound continues. On the roth of January, 1902, a severe attack 
of vertigo. During the dressing a sequestrum of the cochlea 
removed. Then gradual undisturbed recovery. 

After acritical review of the clinical symptoms, the author 
concludes that this was a case of diffuse labyrinthine meningitis 
which recovered without operation (lumbar puncture negative). 

Case 2, A man, twenty-four years of age, had suffered froma 
running left ear for fourteen days. On admission, September 22, 
1902, temperature 38°, pulse 72. Pronounced nystagmus, on 
looking to the right. In the left auditory canal there were 
granulations and pus. The mastoid process was tender. Oper- 
ation at first refused. On September 24th, temperature 39°, 
pain in the neck, slight stupor, Kernig’s contracture, venous 
hyperemia in the fundus. September 25th, marked headache, 
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temperature 38.2°, pulse 70. The lumbar fluid was cloudy, contain- 
ing numerous mononuclear leucocytes, individual diplococci, and 
long rods. September 25th, radical operation. The bone scle- 
rosed ; granulations in the middle ear and in the mastoid process, 
Temperature 40.3°, pulse 100, Restless at night. September 26th, 
temperature 38°, no headache, some pain in the neck. Up to 
November 22d, mild meningeal symptoms of varying intensity. 
In this period eleven additional lumbar punctures were per- 
formed. The fluid was always clouded and contained bacteria. 
Puncture was always followed by headache, which disappeared 
on the following day. Gradual improvement. On November 27th 
the final meningeal symptoms had disappeared. On December 
12th a sequestrum was removed, which contained the three semi- 
circular canals and a part of the vestibule. On January gth the 
wound was almost entirely healed. 

In the author’s opinion it is undecided whether the favorable 
result in this case depended upon the mild virulence of the 
ineffective agents or on the probable localization of the suppura- 
tion at the posterior cranial fossa. 

Case 3. Agirl, six and one-half years old, suffered from scarlet 
fever in her fifth year, followed by purulent otitis. Pain in the 
ear during the last five weeks, with headache, intermittent fever, 
convulsions in the right arm and leg, vomiting during the past five 
days. On admission, April 19, 1904, the sensorium was free. There 
was slight somnolence. Temperature 38.6°, pulse 34, moderate 
rigidity of the neck, slight Kernig’s contracture. Lumbar punc- 
ture immediately performed, liquor under high pressure clouded 
with flocculi containing pus corpuscles, rods, and diplococci. 
Radical operation April 19th. There was a large cavity in the 
mastoid process and a small cholesteatomainthe antrum. Extra- 
dural abscess in the posterior cranial fossa. The sinus contained 
athrombus 2¢m long. The jugular vein was ligated. After 
operation, marked hyperesthesia of the extremities. April 21st, 
second lumbar puncture. The lumbar fluid was cloudy and 
contained rods. April 24th, opisthotonos, headache, sensorium 
free. April 26th, sensorium cloudy. April 28th, marked opis- 
thotonos, retraction of the abdomen ; death. 

At autopsy, pus was found in the posterior cranial fossa, 
extending downwards and backwards from the sella turcica. The 
meninges seemed otherwise free from pus. The difference in 
the course of this disease from that of the preceding one, though 





Progress of Otology. 291 


the localization was the same, probably depended upon a differ- 
ence in the inciting agent. 

As regards the influence of the particular pyogenic organism 
on the course of the meningitis, in fifteen healed cases six, that 
is 40%, gave diplococci in pure culture, in two cases associated 
with other bacteria, three times with staphylococci, once with 
rods, and three times with cocci which were regarded as strepto- 
cocci. The proof that a streptococcus meningitis can be cured 
has not been furnished. The previous experience shows that a 
pneumococcus meningitis gives probably the most favorable 
prognosis. (In a series of healed cases, which the reviewer 
recently published in this journal, staphylococci preponderated.) 

The diagnostic importance of lumbar puncture is fully 
treated. Formerly a macroscopic cloudiness of the lumbar fluid 
was regarded as characteristic for meningitis. The experience 
of recent years has, however, shown that this is not correct, as in 
cases of uncomplicated brain abscess, sinus thrombosis, hydrops, 
etc., cloudiness is also present. This is also illustrated by a case 
observed by Voss. 

Case 4. A man, sixteen years of age, with marked variation 
in temperature, without meningeal symptoms, jaundice. In the 
clouded lumbar puncture fluid there were almost exclusively 
mononuclear leucocytes. The culture was sterile. Recovery. 

According to Voss the preponderance of mononuclear leuco- 
cytes is suggestive of a mild meningeal inflammation, while the 
polynuclear leucocytes are more frequent in the intense forms. 

The presence of bacteria in the liquor does not necessarily 
mean meningitis, because they have been found in the lumbar 
fluid in septic processes, when the meninges were normal. 
(Cases of Von Stadelmann, Pfaundler, and others, Cases 5 and 6 
of Voss.) These were principally cases of infection of the 
liquor by the circulation. 

According to Voss, bacteria under certain conditions are also 
found present in serous meningitis. (Case 7.) This would then 
he an analogon to serous pleurisy, in which the same organisms 
have been found as occur in the purulent variety. Presumably 
these are also the virulent forms, 

Cases 8 (general infection) and 9 (cerebellar abscess) show the 
impossibility of a certain diagnosis from lumbar puncture. 

The result of this examination should not influence us in our 
treatment. We are not justified in regarding a case as hopeless 
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from the result of the lumbar puncture and refusing to operate, 
That the negative result of lumbar puncture does not always 
furnish us with certain facts, is shown by Case ro. 

As regards the therapeutic value of puncture the author is very 
careful in drawing any conclusion. Case 1, where the meningitis 
was recovered from without any operation, and Case 2, where 
the lumbar puncture was performed twelve times, do not permit 
a decision as to the value of this procedure. In a footnote, 
added after the paper had gone to press, there is a report of an 
unquestioned successful result of puncture. The possibility of 
an unfavorable influence is furnished by Case 11. 

The question whether we should attempt to attack meningitis 
in a different manner is still unsettled. (Incision of the dura, 
aspiration of the liquor with a syringe according to Manasse, or 
laminectomy after Friedrich.) 

The paper contains many interesting facts. Moreover, an 
excellent bibliography is added. HINSBERG. 


231. UFFENORDE. A case of middle-ear suppuration. 


This is a report of a patient, twenty years of age, who had 
suffered from relapsing aural suppuration, with cholesteatoma. 
At operation a large extradural abscess was found as a complica- 
tion. On a second operation, eight days later, extensive sinus 
thrombosis going into the bulb was discovered. This was 
exposed, according to Grunert’s method, and it was possible to 
remove the thrombus without causing additional injuries. The 
case recovered, though for a time a pulmonary metastasis seemed 
threatening. NOLTENIUs. 


232. JACK, F. L. Symptomatology, diagnosis, and treatment of 
encephalitis and bratn abscess. 


Among forty-three cases of encephalitis, thirty-two occurred 
between ten and thirty, and eleven between thirty and sixty years 
of age. Jack’s case, showing the possibilities of operation even 
upon a moribund patient, was a man twenty-five years old, with 
a chronic suppuration from the left ear, and with frontal head- 
ache during the last six weeks. Swelling in the canal and 
mastoid tenderness gradually disappeared. Temperature fell 
from 101° to 99°; pulse, 60 to 70. Seven days after paracen- 
tesis, chill, frontal headache. Temperature 102°, pulse too. 
Extradural operation. The antrum was filled with pus ; above 
and posteriorly, softened bone and pus. Bone was removed 
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from the middle fossa 1: 14”. The lateral sinus was exposed. 


Dura and sinus were normal. Cholesteatoma in the middle ear. 
Mixed infection. On following day, temperature 100°, pulse 80. 
Frontal headache continued. On eighth day after operation, 
patient picked at the bedclothes and could not be roused. Tem- 
perature 98°; pulse 102, thin, wiry. Convulsions in hands and 
arms. Temperature 103°, pulse 60. Deep coma, profuse per- 
spiration, involuntary urination. Intradural operation : wound 
enlarged by incision upwards over the squamous bone and pos- 
teriorly for about two inches toward the occipital protuberance. 
A large surface of the middle cranial fossa was exposed. Four 
ounces of foul pus and sloughing brain tissue were evacuated 
from the brain. Fundus of the right eye showed slight swelling 
at the disk and tortuosity of veins, the left eye marked swelling 
and tortuosity. Paralysis of left abducens; aphasia, unable to name 
a subject. Seven days after operation, imperfect drainage; the 
cavity was enlarged with blunt scissors and two ounces of very 
foul pus were discharged. Aphasia continued. Uninterrupted 
recovery. M. TOEPLITZ. 


233. DencuH, E.B. TZweo fatal cases of brain abscess. 


Case 1. A man, aged fifty-two years, had an acute middle- 
ear inflammation with probable involvement of the mastoid at 
the time of the acute invasion and with apparent subsidence of 
all mastoid symptoms, but with some staggering gait. On ad- 
mission he was in great pain, restless, or drowsy ; septic appear- 
ance of the face, foul breath, coated tongue. Semi-conscious 
state, but easily aroused. Right external auditory meatus nar- 
rowed, bulging of drum; myringotomy. Unidentified bacillus in 
the discharge. Exploratory mastoid operation revealed extensive 
destruction. Mastoid pus showed mixed infection. After mastoid 
operation patient was more stupid ; some paralysis of left upper 
arm. Craniotomy 1}” above, 1}” behind the centre of the 
external auditory meatus. Upon incision into the brain an 
ounce of pus evacuated. Improvement for four days, then 
impairment. Death on the tenth day after operation with 
symptoms of meningitis. 

Case 2, A young man, aged twenty-one years, had constant 
purulent discharge from the left ear for two years. Radical 
operation. After secondary skin grafting, with closure of 
wound two weeks later, rise of temperature to 105.6° which 
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subsided to 99.2° after removal of all stitches and cleaning of 
wound. Three weeks later, the patient became dull, temperature 
rose slowly, pain in head and back of head, choking of left optic 
disk, aphasia or rather word blindness, homonymous hemianopsia 
involving the temporal half of the right eye and the nasal half 
of the left. Craniotomy. No pus. On third day after 
operation, small abscess appeared under anterior angle in the 
soft parts; evacuated. Temperature fell to normal. ‘Ten days 
after craniotomy, considerable pus from hernia cerebri from 
two pockets in the brain substance. Hernia became smaller. 
Steady improvement for eight weeks, when severe pain in the 
head, chill, coma, temperature to 105.8°, and rigidity of the neck 
appeared. Meningitis. Brain substance opened over hernia; 
turbid fluid evacuated, evidently from lateral ventricle. Tem- 
perature fell to normal, but soon rose again. Patient died 
on seventh day after invasion of ventricle. The cranial 
cavity should be opened in every instance as nearly over 
the site of the collection of pus as possible. Dench used for 
exploring the abscesses and introducing drainage a pair of very 
light retractors passed along the director. The encephaloscope 
may be introduced between the retractors and these then 
removed. M. TOEPLITz. 


234. McKeErnon, J. F. Primary jugular-bulb thrombosis in 
children as a complication of acute purulent otitis media, with a 
report of cases. 

McKernon fully reports six cases of children, with ages ranging 
from six months to two years and ten months, who aside from an 
acute purulent otitis presented as the only other symptom of marked 
importance an unusually rapid rise of temperature from 99° or 
100° F. to 104°, 105°, or even 106° F., and quite as sudden as 
the rise a fall to 97°, 98°, 99°, or possibly 100°. The tempera- 
ture may remain low for several hours, and then quickly rise 
again to high points, to be followed by a rapid remission, and 
this may go on indefinitely tothe end. The pulse during exacer- 
bation of temperature is rapid. There is no chill present. In 
one case was nausea or vomiting. During the remissions the 
patients feel very well. The bacteriological examination of the 
discharge revealed streptococcus in five cases and staphylococcus 
in one case as the predominating infection. The blood-count 
with polynuclear percentage between 80 and go, no matter what 
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the leucocyte count be, is a valuable aid in diagnosis. Four 
cases recovered after the removal of a clot from the lateral sinus 
and jugular bulb. The fifth, seventeen months old, died, eighteen 
days after operation, from cerebellar encephalitis. The sixth, 
six months old, never regained consciousness after operation, 
and died after six hours. The jugular was not ligated in any 
case, since the clots were not disintegrated. M, TOEPLITzZ. 


235. Jack, F.L. Operation for cerebral abscess. 

In 14 Cases operated upon at the Massachusetts Charitable 
Eye and Ear Infirmary, and in 9 cases at the Massachusetts 
General Hospital, 21 were fatal and 2—1 at each—recovered. In 
the one successful operation, opening through the squamous 
portion (trephining) was avoided. In the cases of recovery a 
rubber drainage tube was used. M. TOEPLITZ. 


236. AMBERG, E. The relative position of a forward lateral 
sinus, and tts bearing on the choice of method for the total opening of 
the middle-ear cavities. 

Among specimens from cadavers, Amberg found a “ forward” 
lateral sinus in twelve instances. While in eleven right speci- 
mens the distance from the lateral sinus to the spina supra- 
meatum was between 6 and gmm, it was in the left temporal 
bone of one between 4.5 and 2.5mm. The antrum could not 
have been opened from the mastoid. The foramen mastoideum 
of the right temporal bone of this specimen was almost as large 
as the sigmoid groove itself; the outside opening was 5 by 3mm, the 
opening in the sigmoid groove 6 by 4mm. The mastoid process 
was somewhat flattened. M. ToeEPLitz. 


a@.—OTHER MIDDLE-EAR DISEASES. 


237. WiITTMAACK. On the causes of chronic deafness. Wiener kiin, 
Rundschau, Nos. 31 and 32, 1905 


237. WiTTMAACK. On the causes of chronic deafness. 
This is a clinical lecture, with nothing new for the specialist. 
WANNER, 


NERVOUS APPARATUS. 


238. HAMMERSCHLAG. On the diagnosis of the functional diseases 
of the sound-perceiving apparatus. <A//gemeine Wiener med. Zeitung, No. 
45, 1904, 

239. Borowrkow. A case of disturbance of equilibrium in disease 
of the semicircular canal. Wojenno-Medizinski Shurnal, May, 1905. 
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240. ROSENSTEIN. On syphilitic disease of the auditory nerve, 
A. f. O., vol. Ixv., p. 193. 

238. HAMMERSCHLAG. On the diagnosis of the functional 
diseases of the sound-perceiving apparatus. 

After a review of the disturbances of hearing found in hysterical 
patients, a number of case-histories are reported: a case of hys- 
teria and a case of traumatic hysteria; a third case is not con- 
clusive, and probably does not rest upon a disease of the inner 
ear following hysteria. WANNER. 


239. Borowikow. A case of disturbance of equilibrium in 
disease of the semicircular canal. 

In this patient the following three symptoms were observed : 
deafness, diminution of vision, and disturbance of equilibrium. 
As characteristic for an affection of the semicircular canal there 
are diminution of hearing, which is in proportion to the dis- 
turbance of equilibrium, depression, and, in severe cases, com- 
plete absence of the sensation of vertigo, absence of nystagmus 
on active and passive rotation, and partly a diminution of the 
sensation of rotation. The last symptoms are best elicited on 
rotating the patient on the centrifuge, which must be regarded as 
a valuable aid in diagnosis. SACHER. 


240. RosENSTEIN. On syphilitic diseases of the auditory nerve. 

A study of literature enabled the author to come to the fol- 
lowing conclusions : Syphilitic diseases of the auditory nerve are 
more frequent than has been supposed, much more frequent than 
syphilis of the olfactory nerve. Most of the cases occur after 
basal gummatous meningitis, years after the infection. Diseases 
from transmitted gummatous processes in the temporal bone or 
from compression following periostitic stenosis of the internal 
auditory meatus are unusual. Diseases of the auditory nerve are 
rare in the early periods of syphilis. In these cases there is 
usually an independent gummatous neuritis or perineuritis. The 
nucleus and roots of the auditory nerve become affected simul- 
taneously with the trunk of the nerve. There may be a neuritic 
disease of the nerve or a simple degenerative process in the 
nuclear and root region. Deafness and hereditary syphilis may 
be the cause, by primary inflammation of the labyrinth or by 
auditory neuritis. 
“ The resistance of the auditory nerve to syphilitic disease is less 
than that of the facial. Syphilitic disease of the auditory nerve 
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repeatedly followed degenerative processes in the cochlea. 
Therefore the slightest disturbance of hearing in the presence of 
cerebral syphilis requires energetic treatment. HAENEL. 


NOSE AND NASO-PHARYNX. 
a.—GENERAL PATHOLOGY. 


241. BURCHARDT. The passage of air in the nose under pathologicay 
conditions. Arch. f. Laryngol., vol. xvii., book i., 1905. 

242. PREOBRASHENSKY. On the réles of the naso-pharynx and larynx 
in hemoptysis. Hemorrhagic pharyngitis. 4rch. f. Laryngol., vol. 
xvii., No. I, 1905. 

243. ESCHWEILER, The histological condition of paraffin in living 
tissues of man. Arch. f. Laryngol, vol. xvii., No. 1, 1905. 

244. STEWART. A case of suppuration of the eyelid and supra- 
orbital region following cauterization of the nasal region. Lancet, 
May 27, 1905. 

245. PASTEUR. On pneumococcal sore-throat, with notes of a fatal 
case. Lancet, May 27, 1905. 


241. BURCHARDT. The passage of air in the nose under 
pathological conditions. 

By means of a plaster model the currents of air in the normal 
nose were studied, as also in the various anomalies (muscular 
thickenings, tumors, anomalies of the septum, etc.), and finally 
the movements of air in the accessory cavities. The results 
cannot be well given in a short review. The author, however, 
concludes that destructive operations in the nose, that is, removal 
of turbinals or large parts of these, cannot be counted among the 
indifferent operations. ZARNIKO. 


242. PREOBRASHENSKY. On the réles of the naso-pharynx and 
larynx in hemoptysts. Hemorrhagic pharyngitis. 

The author concludes: 1. Hemoptysis from the upper res- 
piratory passages occurs more frequently than is supposed. 2. 
They originate from inflamed areas or simply from dilated blood- 
vessels. 3. If the diagnosis is correct, they can usually be easily 
cured. 4. The amount of hemorrhage does not signify one or 
another organ. If the hemorrhage is profuse the pharyngeal 
organ is not excluded. 5. The term hemorrhagic pharyngitis 
should be recognized just as hemorrhagic laryngitis and tracheitis 
are, on account of the importance of hemoptysis as a symptom. 

ZARNIKO,. 
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243. ESCHWEILER. The histological condition of paraffin in 
living tissues of man. 

The author had the opportunity of excising and examining 
with a microscope a quantity of paraffin which had been injected 
under the nose of a patient a year ago. He concludes that the 
paraffin is completely absorbed and replaced by connective 
tissue. Other details are illustrated by drawings. Therapeutic- 
ally the author recommends making many small rather than one 
large area, because then the connective-tissue formation will take 
place more rapidly. ZARNIKO. 


244. STEWART, W. R. H. A case of suppuration of the eyelid 
and supraorbital region following cauterization of the nasal regions, 
A boy aged sixteen years had the right inferior turbinal cauter- 
ized and did not take proper care of himself after. Pus formed 


in the eyelid and supraorbital region a week later. 
ARTHUR CHEATLE. 


245. PasTeEuR, W. On pneumococcal sore-throat, with notes of a 
fatal case. 

Pasteur relates the case of a boy, aged three and one-half 
years, who became suddenly and seriously ill with a sore-throat, 
death taking place on the twenty-second day. 

At first the uvula, soft palate, and faucial pillars were slightly 
cedematous and intensely red and glazed and both tonsils were 
somewhat swollen and intensely injected. There was no exuda- 
tion of any kind, The glands at the angle of the jaw were 
moderately swollen on both sides and very tender. 

Swab cultures yielded abundance of micrococci, but no 
bacilli. 

On the eleventh day the uvula and adjacent parts of the soft 
palate were brown and sloughing became gangrenous. Broncho- 
pneumonia in the upper and lower lobes of the left lung super- 
vened. 

Cultures obtained after death from the pharynx and lungs 
showed the diplococcus pneumoniz in predominating numbers, 

ARTHUR CHEATLE. 
b.—OZENA, 
246. BROECKART. The newest surgical treatment of rebellious cases 
of ozena. La presse oto-laryngologigue Belge, 1905, No. 7. 

The best results have been obtained by the injection of 

paraffin, though this sometimes fails when the mucous membrane 
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has lost its elasticity and the nasal cavity cannot be made smaller, 
or when the accessory cavities are diseased. The author regards 
diseases of the accessory cavities as secondary, as opposed to the 
generally accepted idea. There are cases where the atrophy has 
not only invaded the turbinals but the entire ethmoid labyrinth, 
without causing symptoms of purulent accessory sinus disease. 
Notwithstanding the restoration of the lower turbinal the dis- 
charge keeps its ozena-like nature. In purulent disease of the 
accessory sinuses he recommends removal of the entire ethmoid. 
The incision is made according to Moure from the root of the nose 
to the nares. The skin is retracted, the nasal process and the 
entire surface of the superior maxilla are exposed. The nasal 
bone is resected with preservation of the internal margin and the 
process of the superior maxilla. The ethmoid is then removed 
with a large curette. The antrum and the sphenoidai cavity 
are then broadly opened, the mucous membrane is curetted, the 
wound is packed and sutured. The results in two cases 


operated on according to this method are satisfactory. 
BRANDT. 


¢.——-TUMORS. 


247. G Las. On the histology and etiology of the so-called bleeding 
septal polyp. Arch. f. Laryngol., vol. xvii., No. I. 

248. CuHrariI. On the diagnosis of neoplasms of the maxillary 
antrum. Deutsche med. Wochenschr., No. 29, 1905. 

249. BROECKART. Ethmoidal endothelioma. Annales de la société de 
méa. de Gand, 2 fascicule, 1905. 

250. Torpiitz and Kreuper. Rhinoscleroma. Amer. Journ. Med. 
Science, July, 1905. 

2st. Puts. A case of melanotic sarcoma with manifestations in 
the nose, naso-pharynx, mouth, and larynx. Zhe Laryngoscope, 
June, 1905. 

252. SmITH. Primary epithelioma of the uvula. 4. Y. Med. Journ, 
and Phila, Med, Journ., April 29, 1905. 

253. McCoy. Adenocarcinoma of the nose. Killian’s operation for 
radical removal. Zhe Laryngoscope, April, 1905. 

254. CLARK. Glioma ofthe nose. Report of two congenital cases. 
Amer, Journ, Med. Science, May, 1905. 

255. HARLAND. Papilloma in syphilitic child occluding both nostrils. 
American Medicine, April 1, 1905. 

256. SmiTH. Naso-fibroma treated by injection of monochloracetic 
acid. Zhe Laryngoscope, April, 1905. 

257. HERRING. Sarcoma of the vomer, with extensive involvement 
of the adjacent structures and metastasis inthe cranium. Amer. Jour. 
Med. Science, August, 1905. 
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247. GLas. On the histology and etiology of the so-called bleed. 
ing septal polyp. 

The histological examination of g septal polyps confirms in 
general the conditions described by previous authors. As to 
their origin, he agrees with Siebenmann, though special weight is 
laid on the fact that glands are extremely rare. He believes that 
the presence of glands in the tissue changed by the anterior dry 
rhinitis (Siebenmann) favors the origin of a perforating ulcer; the 
absence of glands, however, favors the development of a bleeding 
septal polyp. ZARNIKO. 


248. CHIARA. On the diagnosis of neoplasms of the maxillary 
antrum. 

Chiara begins with the statement that almost all benign tumors 
occasionally occur in the maxillary antrum, most frequently, how- 
ever, polypi and cysts. Hydrops of the antrum of Highmore is a 
relatively rare disease. Among the malignant tumors there are 
sarcomata and carcinomata. In a differential diagnostic sense it 
must be stated that the benign tumors grow slowly, cause no 
pain, and gradually extend the walls of the antrum of Highmore, 
while malignant tumors grow more rapidly and are associated 
with purulent or bloody discharge. Dentigerous and alveolar 


cysts are relatively frequent. They extend into the Highmore 
cavity and may occlude this space. Tuberculosis of the antrum 
is very rare, while gummatous tumors have not been observed. 
Therapeutically in the treatment of tumors of the antrum of 
Highmore a broad opening is alone of service. 


NOLTENIUS. 


249. BROECKART. E£thmoidal endothelioma. 

Endothelioma originated from the right ethmoid bone in a man 
twenty years of age, with marked protrusion of the eyeball. As 
a suitable method of operating, the method of Moure is given. 
This was described in the Congress of the French Otological 
Society in 1902. Endothelioma occurring in the nose is rare. 
There have been only 12 cases reported in literature. 

OPPIKOFER. 


250. TOEPLITZ, M. and KREUDER, H. hinoscleroma. 

In the geographical distribution of rhinoscleroma New York 
shares with five cases, four immigrated from Galicia andone a Ger- 
man woman from Marburg. Of these,two are reported by Toeplitz; 
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women between twenty-five and twenty-seven years of age, one with 
a tumor in the mouth and a simultaneous one in the nose, and the 
other with a swelling, obstructing the left nostril entirely, and ex- 
tending into the naso-pharynx ; the velum studded with nodular 
swellings and the uvula missing, but seen inverted in the naso- 
pharynx. The microscopical features are minutely described and 
illustrated by Kreuder, consisting of round-cell infiltration, vacuo- 
lization in the cells ( Mikulicz cells ), epithelial pearls as a typical 
hyperplasia, formation of connective tissue, spherical hyaline 
bodies, and numerous rhinoscleroma bacilli, chiefly in the 
vacuolized and also in the epithelial cells. Pure cultures were 
obtained in gelatin media and agar-agar and were stained best by 
Gram’s method, showing the capsule. The Friedlaender bacillus 
is negative to Gram’s stain, but produces indol and gas. 
M. TOEPLITZ. 


251. Puitiurps,W.C. A case of melanotic sarcoma with mant- 
festations in the nose, naso-pharynx, mouth, and larynx. 

A man, aged forty-seven, had a mole on the right leg just above 
the knee, unchanged for seventeen years, which then increased 
and was removed. In one year another, within one inch to the 
left from the original, was partly removed, and 14 years ago, after 
reappearing, radically removed. Immediately afterwards small 


black specks appeared upon various parts of the body, some 
grown $ to #” in diameter, others not larger than a pin-head. A 
large one appeared on the left side of the nasal septum, another 
on the soft palate, another in the post-nasal space with little in- 
duration ; those on the mucous membrane spread out and were 
less oval, There are altogether 110 small dark growths, very 
dark blue, almost black: melanotic sarcoma. Marked scotoma, 
pigmentation below the left disk. History of syphilis eleven 
years ago. M. ToEPLiTz. 


252. SMITH, HARMON. Primary epithelioma of the uvula. 

A man, aged fifty-one, an inveterate pipe smoker, with difficulty 
of swallowing for one year, had an angry strawberry-looking mass 
on the uvula with induration extending outward on the soft palate 
of the right side for }”, an erosion on the surface and a creamy 
exudate thereon. A large hard gland was in the opposite sub- 
maxillaryregion. Painintherightear,;emaciation,cachexia. The 
tumor and a large portion of the soft palate were removed, leaving 
a U-shaped opening. After four weeks a redness and induration 
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of the right border of the wound caused the removal of the lower 
and right border of the palate as far as the right pharyngeal 
pillars. The removed piece contained epithelial cells in whorls, 
Three months later a small granular tumor, of the size of an apple 
seed, appeared at the upper angle of the wound, growing to the 
size of a pea. By operation all suspicious parts on the right side 
were taken out and also the gland on the opposite side, which was 
not positively epitheliomatous. No recurrence took place five 
months after the first operation. M. ToeEptirz. 


253. McCoy. J. Adeno-carcinoma of the nose. Killian’s op- 
eration for radical removal, 

In a man, aged forty-seven years, an obstruction of the right 
nostril had existed for 3} years, caused by a growth, pieces of 
which were removed. A dark grayish-red, soft, easily bleeding 
tumor returned, springing from the middle turbinate and the 
ethmoid cells. Middle turbinate removed, ethmoid cells curet- 
ted. A return after 1} years with implication of the frontal sinus; 
curettement ; return. Adeno-carcinoma. Killian’s operation. 
The frontal sinus was filled by tumor ; the posterior wall was de- 
ficient }” in circumference; the growth was here adherent to the 
dura. Naso-lachrymal duct curetted. Nasal process of the 
superior maxilla removed. Ethmoid cells, sphenoid sinus, inner 
aspect of the nasal bridge, and anterior portion of the septum 
curetted. M. TOEPLITz. 


254. CLARK, J. P. Glioma of the nose. Report of two con- 
genttal cases. 

Case 1. A boy, aged two years, had a soft, rounded tumor of 
the nose, of the size of a robin’s egg, from birth, resembling a fatty 
tumor. The left nostril was completely obstructed by a pinkish- 
gray polypoid growth, a piece of which was microscopically found 
by Jonathan Wright to consist of atypical neuroglia. The gli- 
oma was associated with ateratomatoustumor. Case 2. A boy, 
aged ten weeks, had a pinkish-gray polypoid mass in the left ves- 
tibule, obstructing the same. The removed portion showed gli- 
omatous tissue ( Jonathan Wright), There was no external 
deformity, M. TOEPLITZ. 


255. HARLAND, W. G. B. Papilloma in syphilitic child occlud- 
ing both nostrils. 

A boy, aged eight, colored, with soft tumor masses from both 
nostrils, with muco-purulent discharge, which disappeared under 
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mercury and potassium iodide; then a large septal perforation 


was seen. M. ToeEPLITZ. 


256. SmITH,H. NVaso-fibroma treated by injection of monochlor- 
ac etic acta. 

A young man, aged sixteen, had a complete obstruction of the 
right naris and a marked one of the left, through a fibrous tumor 
occupying the entire right post-nasal space and projecting over 
the orifice of the right Eustachian tube and beyond the septum 
into one-third of the left post-nasal space, attached to septum, 
turbinals, and floor of the right naris. Smith injected with Coffin’s 
post-nasal syringe 3 minims of monochloracetic acid, repeated at 
intervals of from two weeks to two months, in all making fourteen 
injections. The tumor sloughed away. In order to avoid the 
dropping of acid into the throat after injection into sloughened 
portions, Smith has made the needle longer and protected it by a 
jacket which conceals it until the point of injection is reached ; 


a small cup-shaped tip catches any excess of acid. 
M. TOEPLITZ. 


257. HERRING, A. P. Sarcoma of the vomer, with extensive 
involvement of the adjacent structures and metastasis in the cranium. 

A young man, fifteen years old, received a severe injury to 
the right side of the head, while chopping wood, followed by 
headache, earache, and enlarged cervical glands on the right 
side. Six months later great loss of weight, slow cerebration. 
Pain in the right ear and head, slight ptosis of the right upper 
lid, paresis of r. facial ; ear normal, r. anosmia. Slow and in- 
distinct speech, mouthing of words. Small vascular tumor 
attached to vomer in r. nostril, extending half-way across pos- 
terior nares. Frequent epistaxis of r. nostril. R. side of face 
anesthetic corresponding to the distribution of first and second 
divisions of trifacial nerve, extending into buccal cavity and to 
the palate and pharynx. Tendency when walking to fall from 
side to side. Slight relative leucocytosis. There is constant 
dripping of mucus and blood from the nose. The tumor had 
now infiltrated the pharyngeal wall, completely occluding the 
posterior nares on the right side, and extending down into the 
oro-pharynx and upward to the base of the skull. Malignant 
growth with cerebral metastasis suspected. No operation. 
Bulging of right cheek and slight exophthalmus of right eye. 
Paralysis of third, fourth, and sixth nerves supplying the r. 





304 A. Hartmann, 


ear. Resection of r. superior maxillary. Cauliflower growth 
removed from naso-pharynx. Superior maxillary not involved. 
Nasal septum and sphenoid sinuses destroyed. Death six hours 
after operation. Autopsy: After removing the brain a firm, 
rounded growth, about the size of an English walnut is seen 
occupying a part of the right middle fossa of the skull, placed 
close to the apex of the petrous portion of the temporal bone on 
its anterior surface. The growth is beneath the dura, and 
entirely separated from adjacent structures. In the median line 
of the brain is seen a large cheesy mass. The growth is entirely 
separated from the broken-down mass. The anterior surface of 
the pons is flattened. Complete disintegration of nasal septum, 
sphenoidal and ethmoidal sinuses, the finger readily entering 
the cranial cavity through the sphenoid bone. The metastatic 
deposit has pressed upon and destroyed the third and fourth 
ophthalmic and superior maxillary branches of the fifth and sixth 
cranial nerves. The growth was a spindle-celled sarcoma. 
M. TOEPLITz. 


a.—SEPTUM. 


258. FREER. A modified Griinwald forceps for correcting bone 
deviations of the septum. Arch. f. Laryngol., vol. xvii., No. 1. 

259. FREER. The window resection in deviations of the septum. 
Berliner klin, Wochenschr., No. 39, 1905. 

260. BALLENGER. A new technique for the submucous resection of 
the cartilaginous septum. The swivel septum knife. Zhe Laryngo- 
scope, June, 1905. 

261. YANKAUER. Submucous resection of the deviated nasal septum. 
Amer. Fourn. of Surgery, June, 1905. 

262. SWAIN. Facial asymmetry as a possible cause of deformity of 
the nasal septum. 7%e Laryngoscope, July, 1905. 

263. HEFFERMAN. The submucous resection of the nasal septum 
Boston Med, and Surg. Fourn., August 31, 1905. 

264. FREER. Deflections of the nasal septum and their correction 
by the window resection, zn. ofol,, rhinol., and laryngol., June, 1905. 

265. WELLS. A new septotome. Yourn. Amer. Med. Assoc., August 


19, 1905. 


258. FREER. Modified Griinwald forceps for correcting bone 
deviations of the septum. 

This is a very strong conchotome which works transversely. 
The author claims it possible to act upon firm bone in the 
septum. 

The author’s objection to the use of the chisel in deviated 
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septa is not shared by the reviewer. The latter objects to the 
use of the trephine, and thinks that this instrument can be 
advantageously replaced by the chisel. ZARNIKO. 


259. FREER. Zhe window resection in deviations of the septum. 

An exhaustive description of the author’s operation as pub- 
lished in 1901, with the review of 68 cases and a description and 
illustrations of the instruments. This method does not show any 
important improvement on the older methods. MUELLER. 


260. BALLENGER. A mew technique for the submucous resection 
of the cartilaginous septum. The swivel septum knife. 

Ballenger devises for the removal of the cartilaginous portion 
of the septum in the submucous operation a swivel septum knife. 
The blade is pivoted to the extremities of the tuning-fork-like 
prongs of the instrument, and swings in a circle, cutting in any 
direction in which the distal ends of the prongs are directed. 
The cartilage is removed in one piece with one cut of the swivel 
knife. M. TOEPLITZ. 


261. YANKAUER, S. Submucous resection of the deviated nasal 
septum. 

Yankauer makes a vertical incision only, carrying it outward 
half-way to the outer wall. The perforation through the car- 
tilage is made with the sharp spoon, and the mucous membrane 
of the opposite side is separated by means of a hook-shaped 
elevator of his own device. The beginning of the bony deviation 
must be removed, as also the tough fibrous tissue separating the 
bone from the dislocated cartilage, if such be the case. There 
is aminimum of scar andcrust formation. The flap is ballooned 
by the inspired air. Perforations did not occur after this method. 

M. TOEPLITZ. 


262. Swain, H. L. Facial asymmetry as a possible cause of 
deformity of the nasal septum. 

From a series of studies on the skulls of the Hawaiian and the 
Flathead, Swain arrived at the following conclusions : Adenoid 
stoppage does not always cause overarching of the palate, which 
does not always produce bends on the septum. Overarched 
palates and bent septa often occur together, and each is more 
frequent in skulls which are leptoprosopic (with a high and 
narrow facial skeleton). Leptoprosopic skulls and faces almost 
never exist in a marked degree without some distortion or 
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over-arching in the palate and changes in the nasal cavity. Ina 
young child about to develop into marked leptoprosopia, nasal 
stoppage by adenoids cannot fail to add to the degree of 
the deformity by interfering with the normal growth of the 
superior maxillary bones. From the study of the Flatheads 
it is demonstrated that the asymmetry of the skull has produced 
not only a difference in the size of the two parts of the nose, but 
also bends in the septum. Such bends are present in the living 
where there is facial asymmetry. The causes of asymmetrical 
development are more often inherited or congenital than 
acquired. M. ToEPLitz. 


263. HEFFERMAN, D. A. Zhe submucous resection of the nasal 
septum. 

Hefferman does not cut through the cartilage, but goes 
around the free border by carrying his first incision along the 
free end of the quadrangular cartilage, and dissecting the mu- 
cosa of the vestibule backward over the deviation, also on the 
concave side. The free cartilage is removed by a circular mo- 
tion of a narrow gouge, the bone with a Griinwald punch. 

M. ToEPLITz. 


264. Freer, O. T. Deflections of the nasal septum and thetr 
correction by the window resection. 

Freer has performed 116 submucous resections of deflection 
of the nasal septum : 6 in young children between eight and nine 
years old; 8 were sigmoid, horizontally obstructing both nares ; 
41 cartilaginous and bony, and g entirely bony; 66 were 
double-angled, 22 crest-like deflections, one with deflection and 
congenital bony atresia of the choana ; 8 were bowed or C-shaped 
horizontally and vertically; 10 were of an irregular form, in 
two of which the vomer was bent upon itself horizontally. In 
20 cases there was a dislocation of the anterior free border of the 
quadrilateral cartilage. Thirteen perforations occurred, five in the 
last 101 operations. The window resection is adapted to chil- 
dren, but a very complete removal of the deflection is demanded. 
The cartilage and bone of the septum are reproduced in the window 
after the resection. Sinking in of the nasal bridge has never been 
seen ; a strip of the cartilage of the septum should be retained 
under the lateral cartilages of the external nose. The lower por- 
tion of the quadrangular cartilage may be resected from the 
anterior inferior free border horizontally back to the bone. The 
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operation is done in recumbent position, except when operating 
the nasal floor, with an electric headlight and cocaine anesthesia 
with the pure powder and adrenalin 1 : 1000; in children, under 
superficial narcosis. The denuded cartilage is cut out in one 
piece. Strips of lint impregnated with subnitrate of bismuth 
make the best tampon. Many pictures illustrate the different 
deflections, the operation, and instruments. M. TOEPLITZ. 


265. WeEtLs, W.A. A new septotome. 

The instrument is used as a substitute for the knife or scissors 
in cases of uncomplicated deviation of the cartilaginous septum. 
It cuts out of the cartilaginous portion of the septum a more 
or less tongue-shaped flap, which may be shortened by means of 
a screw to any desired length, and, when cut, is bent well to the 
other side. It has a large and a small jaw, the former for the 
free side, the latter for the obstructed side. The flat band of 
steel attached to the larger jaw acts as a spring to force the flap 
into.the median line. M. TOEPLITZ. 


é.—DISEASES OF THE ACCESSORY SINUS. 


266. GERBER. On the treatment of empyema of the maxillary an- 
trum. Arch. f. Laryngol., vol. xvii., No. 1, 1905. 

267. HecutT. On the symptoms of empyema of the maxillary 
antrum. JAZiinchen, med. Wochenschr., No. 37, 1905. 

268. TELLIER. Dentigerous cysts of the superior maxilla. Lyon 
médical, No, 28, p. 49, 1905. 

269. ZALEWSKI, A case of cranial suppuration of nasal origin. 
Wiener klin. Wochenschr., No. 38, 1905. 

270. Mermop. Leptomeningitis after Killian’s operation. Arch. 
internat, d’otol,, etc., vol. xx., p. 48. 

271. HOFFMANN, The operative treatment of chronic frontal em- 
pyema. Wiener klin. Rundschau, No. 45, 1904. 

272. BERENS. The comparative results of conservative and radical 
methods of treatment of disease in the sphenoid sinus. Zhe Laryngo- 
scope, August, 1905. 

73. Suretps. Acase of melancholia relieved by ethmoidal oper- 
ation. Zhe Laryngoscope, June, 1905. 

274. MosHerR. The applied anatomy of the frontal sinus. Joston 
Med, and Surg. Fourn., Sept. 7, 1905. 

275. INGERSOLL. The nose and its accessory sinuses in the Ameri- 
can bear. Annals of Otol., Rhinol., and Laryngol., June, 1905. 

276. CARTER. A case of extreme sepsis from multiple sinusitis. 
N.Y. Med. Fourn, and Phila, Med. Fourn., May 27, 1905. 

277. LEonARD. A case of sarcoma of the maxillary sinus. Anna/s 
of Otol., Rhinol., and Laryngol., March, 1905. 
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278. RicHARDs. On the relative frequency of the dental and nasal 
origin of antral empyema. 4wna/s of Otol., Rhinol., and Laryngol., March, 


1905. 

279 McCaw. Orbital and meningeal infection from the ethmoid 
cells. Amer. Fourn. Med. Science. August, 1905. 

280. MyLes. The maxillary antrum. 7he Laryngoscope, August, 1905. 

281. RICHARDS. The treatment of empyemata of the maxillary 
sinus through the nose. Yourn. Amer. Med. Assoc., Sept. 16, 1905. 

282. INGALS. New operation and instruments for draining the fron- 
tal sinus. Zhe Laryngoscope, August, 1905. 

283. COAKLEY. The frontal sinus. Z%e Laryngoscope, August, 1905. 


266. GERBER. On the treatment of empyema of the maxillary 
antrum. 

The author favors his own operation, which differs from the 
Caldwell-Luc method, inasmuch as he makes the nasal opening 
in the middle meatus instead of in the lower meatus. 

Z ARNIKO, 


267. HECHT. On the symptoms of empyema of the maxillary 
antrum, 

Report of a case of suppuration of the maxillary antrum with 
dysphagia, marked weakness, and multiple neuritis. A second 
case of disease of the accessory sinus terminated fatally from 
meningitis. SCHEIBE. 


268. TELLIER. Dentigerous cysts of the superior maxilla. 

This was a cyst in the right upper jaw of a woman thirty-five 
years of age. The second molar tooth only remained, At 
operation it was found that the thin cyst wall was attached to 
the neck of the wisdom tooth, which projected with its white 
surface into the cavity. The epithelium of the cyst wall con- 
sisted of a single layer of cubical cells, in some places stratified 
epithelium. OPPIKOFER. 


269. ZALEWSKI. A case of cranial suppuration of nasal origin. 

This is a report of a case in which there was a suppurating fis- 
tula just above the right eyebrow, permitting a probe to enter to 
a depth of 1cm downward and inward. No tenderness over the 
frontal sinus, no headache, no marked discharge from the nose. 
There was a large polyp in the left side of the nose. On enlarg- 
ing the fistula it was found that the probe was not situated in 
the frontal sinus but in the ethmoid sinus, and that the pus 
originated in this region. The dura was perforated. The 
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ethmoid was not carious. The frontal sinus was not opened. 
Recovery after six weeks. This is a case of suppuration in the 
horizontal plate of the ethmoid bone. WANNER. 


270. MERMOD. Leptomeningitis after Killian’s operation. 

A man fifty-nine years of age complained of headache on the 
second day following a Killian operation. Temperature, 37.6°. 
On the following night the patient became delirious, and suddenly 
lost consciousness. To this was added aphasia and periods of 
delirium, with rises of temperature. The wound showed no dis- 
charge. Four days later death. At autopsy a purulent menin- 
gitis at the base and concavity was present and a hemorrhage in 
the right temporal lobe. 

The author is inclined to regard the Killian operation as 
responsible for this unfortunate termination, inasmuch as he had 
operated on 165 cases after the method of Ogston-Luc without 
fatality. The case, however, is not quite complete. No path of 
infection was found between the operated-on area and the in- 
terior of the skull, not even microscopically, and the dura and 
pia over the frontal and ethmoid sinuses appeared normal. The 
autopsy was limited to an examination of the head. 

OPPIKOFER. 


271. HOFFMANN. The operative treatment of chronic frontal 
empyema, 

The paper is introduced by a description of the common 
methods of opening the frontal sinus as well as the various osteo- 
plastic methods. 

A report of 46 cases then follows, of which 38 were chronic 
and 8 acute. Of these 11 were bilateral. In the 38 chronic 
cases the ethmoid was also diseased in 20 cases. In 26 operated 
upon after Kuhnt, 16 were healed. 

The author’s operation is as follows: Incision below the eye- 
brow, then 5cm from the margin of the orbit through the 
periosteum, The latter is retracted as little as possible in a down- 
ward direction. A small opening is made for purposes of 
diagnosis, Then a periosteal bone flap is made after Koch. The 
wound is sutured primarily or secondarily after two days. A 
drainage tube is inserted—spiral drain of silver wire—which 
remains up to three months, Then the naso-frontal duct is 
treated with a 6-12 % solution of silver nitrate. WANNER, 
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272. BERENS, T. P. Zhe comparative results of conservative and 
radical methods of treatment of disease in the sphenoid sinus. 

Berens has seen only 7 cases in which the sphenoid alone was 
diseased; in 37 other cases its disease was associated with disease 
of the ethmoid, of which 28 had also either frontal or antral 
disease or a pansinusitis of the affected side. Of the 7 purely 
sphenoid cases, 2 were acute and 5 chronic. The acute yielded 
to conservative measures (adrenalin, douching). The 5 chronic 
cases were treated by removal of obstructions outside and within 
the ostium. Of the sphenoid and ethmoid cases 10 were acute 
and 17 chronic. The treatment of chronic sphenoid disease 
when complicating a chronic multiple sinusitis involving the eth- 
moid and either the maxillary antrum or the frontal sinus, should 
be carried out through operation by way of the maxillary antrum 
or the frontal sinus, and thence through the ethmoid labyrinth 
into the sphenoid sinus. M. TOEPLITZ. 


273. SHIELDS, W. B. A case of melancholia relieved by ethmotdal 
operation. 

A man, aged twenty-nine, had been suffering for two years 
with a dull aching headache, dulness, and inability to fix his 
attention to business. He attempted suicide and was confined 


to an asylum for six months. Two months after his discharge 
the old symptoms, headache, melancholia, and loss of memory, 
reappeared. After removing both middle turbinals and scrap- 
ing of ethmoid cells, the patient recovered and resumed his 
business. M. TOEPLITZ. 


274. MosHer,H.P. The applied anatomy of the frontal sinus. 


Mosher gives a clear and concise description of the anatomy 
of the frontal sinus He considers the sinus of an offshoot of 
the ethmoidal labyrinth and ascribes to it the form of a triangu- 
lar pyramid. After going over the development, size, mucous 
membrane, blood and lymph supply, and nerves, he describes 
the small and large sinus and their prolongations. The septum 
and the incomplete or partial septa, the anterior and cranial walls, 
and the floor of the sinus with its orbital and nasal part, the 
pulley, middle meatus, frontal canal, and the superior opening 
of the naso-frontal duct are minutely given. The catheteri- 
zation of the naso-frontal duct concludes the paper. 

M. TOEPLITZ. 
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275. INGERSOLL, J. M. Zhe nose and accessory sinuses in the 
American bear, 

The anterior half of the bear’s nose is used for respiration, 
the posterior half is divided into a respiratory and an olfactory 
portion. The septum in the median line is a thin plate of bone 
and cartilage. From each side of the vomer a thin shelf-like 
plate of bone extends latterly across each fossa, subdividing the 
posterior part of each fossa into two superimposed cavities. The 
larger superior cavity contains almost all of the ethmoidal turbi- 
nals and forms the greater part of the olfactory portion of the 
nose. The inferior cavity is a round tube-like structure, leading 
directly backward from the maxillary turbinal to the naso- 
pharynx. The maxillary turbinal in the anterior part springs 
from a broad base, from which numerous branching processes 
are given off, which form an intricate labyrinth almost com- 
pletely filling the anterior third of each nasal fossa. The eth- 
moidal turbinals, five in each fossa, radiate from the convex 
fossa of the cribriform plate of the ethmoidal bone. Each con- 
sists of a mass of delicate wavy plates subdividing into almost 
innumerable branches, which intertwine with each other. The 
labyrinth is lined throughout by a mucous membrane, in which 
the numerous branches of the olfactory nerves are distributed. 
Some of the numerous branches of the ethmoidal turbinal 
extend into each of the accessory cavities of the nose. The 
largest superior ethmoidal turbinal, and one of its processes, 
extending anteriorly, overlaps the maxillary turbinal throughout 
its entire length, The paper is accompanied by four plates 
illustrating the text. M. TOEPLITZ. 

276. CARTER, W.W. A case of extreme sepsis from multiple 
sinusitis. 

A girl, aged twenty-two, had, after grippe occurring four years 
ago, continuous discharge of pus from the nose for two years, 
when the right side improved and the left side only became 
affected. The left cheek was occasionally swollen and painful, 
and severe occipital and vertical headaches and left facial 
neuralgia were felt. Pus from the left middle meatus, polypoid 
degeneration of middle turbinate, pus over the end of the inferior 
turbinate. Radical operation of antrum through the canine fossa, 
which was emptied of pus and granulations; the inferior turbi- 
nate and inner wall of the antrum, down to the floor, were removed. 
On the third day after the operation, pain in both knees and the 





312 A. Hartmann. 


right wrist set in; these joints and the legs were swollen and 
cedematous. Severe occipital headaches, hectic flush on cheek ; 
urine contained albumen. Temperature 99°-103°,—all this 
persisting for three weeks. Slight amelioration took place, but 
five weeks after operation an exacerbation with pain in shoulders, 
elbows, wrists, fingers, knee, ankles, and jaw occurred ; the left 
eye was protruding; mental dulness was observed. After six 
weeks, a violent chill, with temperature 106.4°; unconsciousness 
and collapse, but rallied after saline infusion. She gained in 
strength; had after two months a radical operation upon the 
remaining ethmoid cells and the sphenoid through the maxillary 
route ; recovery. M. TOEPLITz, 


277. LeonarD, Z.L. A case of sarcoma of the maxillary sinus, 


A man, aged fifty, had suffered from epistaxis from the right 
nostril and an enlargement of the right inferior turbinal, with 
pain in the right side of the face. Two months after first pres- 
entation, the lower turbinated was removed under ether; the 
finger, entering the sinus through wide space in bony wall, came in 
contact with a soft, friable mass. The orbital wall was destroyed 
and the eyeball felt. A counter opening was made through the 
canine fossa, the knife immediately penetrating the sinus through 
another opening in the bony wall, The cavity was curetted. 
The tumor was a round-celled sarcoma. The patient died after 
four months. A small non-malignant tumor had been excised 
from the vicinity of the left mamma 1} years ago, and a second 
sarcomatous growth with the axillary glands about a year before 
the antral operation. M. ToeEPpLitz. 

278. Ricuarps, G. L. On the relative frequency of the dental 
and nasal origin of antral empyema. 

After a review of the recent literature Richards tabulates 
thirty-one cases of empyema of the antrum, of which 64.6 % were 
of nasal, twenty-nine of dental origin: 3.2 % traumatic, 3.2 % 
luetic. The only treatment of chronic cases is the radical 
operation through the canine fossa with counter opening through 
the inferior nasal meatus. M. TOEPLITZ. 

279: McCaw, J. F. Orbital and meningeal infection from the 
ethmoid cells. 

A man, aged forty years, had for three years a yellow dis- 
charge from each nostril, with increasing nasal obstruction. 
Aprosexsia, depression, apprehension concerning his sanity, and 
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lately severe pains at the nasal root, spreading over the entire 
left side of the face. Two days later swelling and cedema at the 
upper and inner part of the left orbit, involving both lids, con- 
junctiva, cheek, and left side of nose. Temperature 100° to 103°. 
Mental hebetude, mild delirium. Small swelling over left tempo- 
ral region. Now swelling of lid and chemosis subsided. Polypi 
were in the right nostril with pus between; in the left were 
also polypi with pus. There was an intracranial involvement 
following an acute exacerbation of a chronic suppurative eth- 
moiditis. The swelling over the temporal region was incised : a 
subperiosteal collection of two ounces of pus was discharged. 
Stupor, muttering delirium, subsultus tendinum, high tempera- 
ture and pulse, Cheyne-Stokes’s phenomenon, were followed by 
death twenty-four hours later. The affection had originated in 
the ethmoid cells, broken through the os planum, orbital roof, 
and extended to the angular process of the temporal bone. 
M. TOEPLITZ. 


, 280. Mytes, R. G. Zhe maxillary antrum. 

Myles advocates radical surgery on all cases of exposed bone 
necrosis beneath the periosteum and at the roots of the teeth, on 
all cases of extensive polypoid changes in the mucosa, on all 
cases of osteomyelitis, and on neoplastic growth. His conserva- 


tive treatment consists of an operation with curved chisels which 
cut going in and coming out, with the rongeur forceps, and with 
the occasional aid of the electric trephine. The antro-nasal wall 
within the inferior meatus is removed, if possible, with a part of 
the inferior turbinate. The cavity is curetted with malleable 
handle curettes. M. TOEPLITZ. 


281. Ricuarps, G. L. The treatment of empyemata of the 
maxillary sinus through the nose. 

Richards holds that between the opening through a tooth- 
socket and the radical procedure through the canine fossa with 
nasal counter-opening, the washing out after exploratory punc- 
ture underneath inferior turbinate, or above it, will effect cures 
in acute cases or in chronic ones, where the antrum is merely 
acting as a reservoir. In case of continued suppuration or 
degeneration of the antral walls, or polyps, the opening should be 
enlarged by curettes and alligator forceps and the cavity scraped 
out. Then, if the condition does not improve, the radical oper- 
ation should be performed. M. TOEPLITZ. 
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282. InGALs, E. F. Mew operation and instruments for draining 
the frontal sinus. 

Ingals’s operation consists in passing a steel pilot through the 
natural canal into the frontal sinus and running in over this 
a hollow burr, by which a canal, 6mm in diameter, is made, and 
inserting into this canal a self-retaining gold tube, so large that 
the pus will necessarily drain and that the patient may easily 
wash out the sinus. M. ToEPLITz. 

283. CoaKLey,C. G. The frontal sinus. 

In a series of fifty-eight cases of acute frontal sinusitis, fifty-four 
made a complete recovery as a result of intranasal treatment, but 
one patient died from meningitis 23 hours after excision of the 
middle turbinal. Of the three cases operated on externally, two 
recovered, and one with syphilis died from meningitis and sepsis. 
Of seventy-nine cases of chronic frontal sinusitis, treated intra- 
nasally, 14 @ were cured, 51 % not cured, and in 35 ¢ the result 
is unknown. In twenty-five chronic cases, operated with the 
Ogston-Luc operation, the result was excellent, but in more than 
half the secretion and headache soon returned. Of 104 patients, 
in nine of which both frontal sinuses were involved, treated with 
Coakley’s open method, two are dead, one has a fistula, and ror 
are living, cured of the frontal sinusitis. M. ToEPLitTz. 


j.— OTHER DISEASES OF THE NOSE, 


284. VOHSEN. The treatment of coryza in sucklings and small 
children. Seriiner klin. Wochenschr., No. 40, 1995. 
285. Mour. On the etiology and treatment of hay fever. Miinchen. 


med. Wochenschr., Nos. 33 and 34, 1go5. 
286. HEINDL. Hay fever and its specific treatment with pollantin. 


Wiener klin. Wochenschr., No. 23, 1905. 
287. WoLrr. Hay fever and its treatment with serum, Wiener k/in. 


therapeutische Wochenschr., No. 29, 1905. 
288. GERBER. Bacteriologic and clinical diagnosis in fibrinous in- 


flammation of the upper air passages. Berliner kiin. Wochenschr., No. 31, 


1905. 
289. KAHLER. On the treatment of scleroma with radium. Wiener 


klin. Wochenschr., No. 32, 1904. 
290. Ko.ipinski. The treatment of chronic nasal catarrh with sul- 


phur. Medical News, August 19, 1905. 

291. KeEIPER. Spontaneous hemorrhage from an inflamed tonsil. 
The Laryngoscope, June, 1905. 

292. Watiace. Anesthesia in throat surgery. MV. Y. Med. Fourn. 
and Phil. Med. Fourn., June 24, 1905. 
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293. MacCoy. A further clinical study of hay fever with the em- 
ployment of pollantin. American Medicine, July 1, 1905. 

294. SINEXON. Nasal condition dependent upon the generative 
organs. Medical News, May 6, 1905. 

284. VOHSEN. The treatment of coryza in sucklings and small 
children. 

Coryza in children has received greater attention in recent 
years on account of the conditions found in epidemic cerebro- 
spinal meningitis. In the treatment, the most important feature 
is the regular removal of the discharge by means of the air 
douche. In addition, small quantities of a solution of cocain- 
adrenalin are instilled. MUELLER. 


285. Mour. On the etiology and treatment of hay fever. 
Pollantin in powder form is more efficacious than the fluid 
pollantin ; nevertheless in‘a large number of cases it gives no 
result. The instillation of aristol into the maxillary antrum was 
successful in twelve out of thirty cases. Operations on the nose 
are of value in only a small number. SCHEIBE. 
286. Heinpi. Hay fever and tts specific treatment with pallantin. 
The serum must be employed during the entire hay-fever 
period every morning before rising. The bedclothes should not 
be aired, because pollen is likely to be deposited upon them. 
The various exciting factors of an attack should be avoided, then 
in most cases, by the repeated use of pollantin, the affection can 
be prevented or alleviated. WANNER. 


287. Wo.rr. Hay fever and its treatment with serum. 


A report of ninety cases. A distinction is made between a 
conjunctival and a nasal form. ‘There are some cases which are 
improved, in others the treatment is useless, while in still others 
the malady is aggravated. No case of hay-fever asthma was 
modified by pollantin. 

Pollantin is to be regarded as a lytical complementary serum 
for pollen. WANNER. 


288. GERBER. Sacteriologic and clinical diagnosis in fibrinous 
inflammation of the upper air passages. 

This paper is based on 4o cases of fibrinous rhinitis and 127 
cases of fibrinous pharyngitis. 

1. In fibrinous rhinitis, in three-fourths of all the cases, diph- 
theria bacilli are present. In fibrinous pharyngitis, they are not 
present in one-half the cases. Nasal diphtheria is probably less 
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frequent than pharyngeal diphtheria, because fibrinous inflamma- 
tions occur more rarely in the nose than in the throat. 

2, General disturbances are absent in three-fourths of the cases 
of fibrinous rhinitis, in about one-half the cases of fibrinous pharyn- 
gitis, and as frequently in the cases with diphtheria bacilli as in 
those without. The general symptoms are, therefore, no criterion. 


3. Aspecific anti-diphtheritic treatment should only be em- 
ployed when the clinical symptoms coincide with the results of 
the bacteriological examination. - MUELLER. 

289. KAHLER. On the treatment of scleroma with radium. 

A patient, forty-eight years of age, had suffered for twenty- 
five years with scleroma. He was treated with 60mg radium 
bromid, in which the illuminating body was directly applied on 
the diseased parts. The treatment was continued with the 
X-rays. The author is inclined to think that the radium should 
replace the X-rays where the specimen can be directly applied in 
contact with the diseased area, as in scleroma of the nose and of 
the larynx, WANNER. 

290. Kowipinski. The treatment of chronic nasal catarrh with 
sulphur. 

Ina simple chronic rhinitis, intumescent rhinitis, in the earlier 
stage of atrophic rhinitis, in simple chronic naso-pharyngitis 
(American catarrh), in scrofulous rhinitis and epistaxis, Kolli- 
pinski blows sulphur precipitatum freely and thoroughly into the 
nose with a strong powder-blower. Hypertrophic rhinitis and 
hyperplastic naso-pharyngitis are thereby benefited. 

M. TOEPLITZ. 

291. Kerper,G. F. Spontaneous hemorrhage from an inflamed 
tonsil. 

A farmer, aged thirty, had a right peritonsillar abscess opened 
and evacuated. Two days later he began to bleed from the 
throat, the hemorrhage being posterior to the tonsil. It ceased 
after thirteen hours. He left the hospital on the following day, 
but the hemorrhage recurred after thirty-six hours and did not 
cease until after fourteen hours. Packing with antipyrin and 
tannin ; internal administration of calcium chlorid, eight grains 
pro dosis, in two doses, and adrenalin were given. Similar 
reported cases are cited. M. TOEPLirTz. 

292. WALLACE, H. Anesthesia in throat surgery. 


Wallace prefers for anesthesia, in throat surgery, the gas ether 
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sequence, with narcosis pushed well to palatal relaxation, the 
patient being in the dorsal position, with moderately lowered 
head placed upon a portable head-rest of his own device, attach- 
able to any table. M. TOEPLITZ. 


293. MacCoy, A.W. A further clinical study of hay fever 
with the employment of pollantin. 


For two seasons’ trials, with two different Dunbar’s serums, 
MacCoy infers that matters are still sub judice. The toxins of 
graminacee are not identical with the toxins in American weeds 
(goldenrod and ragweed). A composite serum will be required 
to correct the causes acting in American subjects of hay fever. 

M. ToeEPpLitz. 


294. SINEXON, J. Vasal condition dependent upon the genera- 
tive organs. 


Sinexon arrived at the following conclusions; that turges- 
cence and a marked degree of hyperzsthesia of the nasal mucous 
membrane occur during the procreative act; that a more or 
less marked periodical engorgement of the nasal mucosa exists 
during menstruation and pregnancy; that operations which 
destroy the function of the generative organs cause the nares to 
return to the state which existed prior to the advent of puberty ; 
that in lower animals sexual excitement is always accompanied 
by occlusion of the nares; that the engorgement in the human 
family may result in epistaxis or hydrorrhoea ; that the continued 
over-stimulation of the nasal mucous membrane, from sexual 
perversions, results in a relaxation of the same through vaso- 
motor paresis. M. ToEPLITz. 


PHARYNX AND MOUTH. 


295. ReicHE. Plaut-Vincenti’s angina. Minchener med. Wochenschr. 
No. 33, 1905. 

296. Morian. Ulcerating stomatitis and Vincenti’s angina. Miin- 
chener med. Wochenschr., No. 35, 1905. 

297. Hutter. On acute infectious processes in the pharynx and 
larynx. Wiener klin. Rundschau, Nos. 47, 48, 1904. 

298. BrLoGoLowow. On the relation of the arterial blood-vessels to 
the faucial tonsils and the danger of hemorrhage after tonsillotomy. 
Zwestija Imperatorskoj Wojenno-Medizinskoi Akademii, vol. x., No. 2. 

299. Heuxkinc. On the cause and treatment of threatening hemor- 
rhage after tonsillotomy. <4rch. f. Laryng., vol. xvii., part I, 1905. 

300. GuERICH. The tonsillar radical operation in articular rheuma- 
tism. Wiener klin. Rundschau, Nos. 39, 40, 1905. 
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301. KILLIAN. (Worms) On the situation and evacuation of deep- 
seated abscesses in the region of the base of the tongue, and the adjoin- 
ing wall of the pharynx from the outside. Deutsche med. Wochenschr., 


No. 34, 1905. 
302. GLas. On the pathology of tumors at the base of the tongue- 


Wiener klin. Wochenschr., No. 28, 1905. 
303. Woop. The lymphatic drainage of the faucial tonsils, Amer. 


Four. Med. Science, Aug., 1905. 
304. Barstow. Adenoidsinthe adult. WV. Y. Med. Fourn. and Phil, 


Med. Fourn., May 6, 1905. 

305. Lack. Specimens of adenoids removed from a man aged fifty- 
nine years. Proc. Laryn. Soc. London, June 2, 1905. 

306. Lack. A case of angeioma of the soft palate. Prec. Laryng, 


Soc. London, June 2, 1905. 
307. JoHNsTON. Papilloma of the lingual tonsil. Zhe Laryngoscope, 


July, 1905. 
308. Means. Tuberculosis localized inthe third tonsil. 7%e Zaryn- 


goscope, July, 1905. 

295. ReEICHE. Plaut-Vincenti’s angina. 

Twenty-five cases which have been carefully examined bacteri- 
ologically. In one case of localization to the tongue a histologi- 
cal examination could also be made. The superficial epithelium 
was only involved. There was but little fibrin. The process was 
not always one-sided and not limited to the tonsils. The cases 
where only the fusiform bacillus was found ran a different course 
from those where spirilla were also present. In two cases there 
were subsequent paralysis of the soft palate and accommodating 
ataxia of the lowerextremities. The treatment consisted in anti- 


septic irrigation ; incision and cauterization with silver nitrate 


may be of service in some cases. SCHEIBE, 


296. Mortan. Udcerating stomatitis and Vincenti's angina. 

Four cases of ulcerating stomatitis, one of which was combined 
with an ulcerous angina. Fusiform bacilli and spirochete were 
present in all. Duration 1} to 2} months. SCHEIBE. 


297. Hutter. Onacute infectious processes in the pharynx and 


larynx. 
These are septico-pyzmic diseases originating in abscesses of 


the pharynx or larynx. The inciting factor was either the strep- 
tococcus, staphylococcus, or pneumococcus. The port of entry 
was taken to be the so-called physiologic wounds or slight injuries 


during swallowing. Three cases are reported. All terminated 


fatally. WANNER. 





Progress of Otology. 319 


298. BELOGOLOwow. On the relation of the arterial blood- 
vessels to the fauctal tonsils and the danger of hemorrhage after 
tonsillotomy. 

The prominent part of the tonsil only should be operated upon. 
If the tonsillotomy is properly performed, it is impossible to 
injure the carotid arteries. Hemorrhages take place from small 
arterial and venous branches. SACHER. 


299. HeuKING. On the cause and treatmentof threatening 
hemorrhage after tonsillotomy. 

A report of six cases of threatening hemorrhage after tonsil- 
lotomy. In all cases the hemorrhage took place from the pos- 
terior palatal arch, which was injured at the upper pole of the 
tonsil, and always could be controlled by digital compression. 

ZARNIKO. 


300. GUERICH. The tonsillar radical operation in articular 
rheumatism. 

In examining rheumatic patients the author found that the la 
cune of the tonsils were the seat of achronic purulent inflamma- 
tion. On incising the tonsils and curing this suppuration the 
rheumatism in each case was cured. 

The proof that the seat of the infection is in the tonsil is given 


by the fact that after each operation on the tonsiljthere is an 
acute exacerbation of all the symptoms. WANNER. 


301. KILLIAN. On the situation and evacuation of deep-seated 
abscesses in the region of the base of the tongue and the adjoining wall 
of the pharynx from the outside. 

Based on areport of a successfully operated-on case of deep- 
seated abscess at the base of the tongue, an interesting descrip- 
tion of this disease is given with anatomic peculiarities and 
appropriate methods of treatment. These abscesses at the base 
of the tongue are different from the so-called angina Ludovici 
on account of the absence of a marked swelling and board-like 
infiltration of the floor of the mouth. NOLTENIUS. 


302. GLas. On the bathology of tumors at the base of the 
tongue. 

After a review of the literature, a report of two benign tumors in 
this situation is given. In a patient forty-four years of age, at the 
base of the tongue corresponding to the region of the foramen 
ccecum there was a small tumor which covered the anterior part 
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of the lingual tonsil, of a paler color than the surrounding mucous 
membrane. It was removed with a galvano-cautery. 
Histologically the tumor consisted of mucous glands and 
smooth muscles. 
The second tumor occurred in a girl twenty years of age, be- 
hind the central circumvallate papilla. The tumor had the shape 
of a glove finger and was about the size of a bean. Histologi- 


cally it proved to be a hypertrophic lingual papilla. 
WANNER. 


303. Woon,G. B. Zhe lymphatic drainage of the faucial tonsils, 


Wood gives a preliminary report concerning the lymphatic 
anatomy and drainage of the tonsils and surrounding portions of 
the throat. His first investigations concern the faucial tonsils. 
He made eight injections with Gerota’s fluid of Berlin blue, tur- 
pentine, and ether into the tonsillar tissues of six children’s heads, 
the majority showing distinctly that the tonsillar lymph follows a 
fairly constant route as follows: The lymph vessels pass from the 
external portion of the tonsil through the peritonsillar connective 
tissue, the pharyngeal aponeurosis, and the superior constrictor of 
the pharynx, and then below the facial artery. Bending more pos- 
teriorly the lymph vessels next ran between the internal jugular 
vein and the stylo-hyoid muscle, finally reaching the superior sur- 
face of an enlarged lymph gland, placed just beneath the anterior 
border of the sterno-cleido-mastoid muscle where it is crossed 
by the posterior belly of the digastric muscle. The efferent vessels 
from this gland are generally two or three in number, and pass into 
the neighboring glands of the internal jugular group with those 
receiving the tonsillar drainage from a complete lymph channel, 
through which the tonsillar lymph finally empties into the jugular 
lymph trunk. In none of the preparations did the injected fluid 
enter the superficial glands. Wood calls the lymphatic gland 
which receives the efferents of the tonsil the tonsillar lymph gland. 
Other lymph vessels from the throat besides those from the tonsil 
probably drain into this gland, but the most important infections 
of the cervical lymphatics originate through the tonsil. The 
term tonsillar may not be comprehensive, but it is appropriate. 
Wood gives a description of the individual injection, and illus- 
trates the paper by seven pictures of the dissected specimens, 


showing the lymph glands and vessels in their relative position. 
M. TOEPLITZ. 
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304. Barstow, D. M. Adenoids in the adult. 
Barstow has collected and tabulated 57 cases of adenoids in 
the adult. The growth usually was soft, pulpy, and friable. 
The sexes were nearly divided. 61.4 ¢ showed symptoms vary- 
ing from nasal obstruction to chronic laryngitis. Many of these 
had hypertrophy of turbinated bodies and expectoration of thick 
muco-pus, which were relieved after removal of the growth. 
There were 25 cases with ear symptoms and Io cases with 
tuberculosis. M. TOEPLITZ. 

305. LACK, LAMBERT. Specimen of adenoids removed from a 
man aged fifty-nine years. 

A man, aged fifty-nine years, complained of deafness dating 
from an attack of influenza three months previously, with dry 
throat and nasal obstruction. 

A large mass of adenoids was removed, with cure of all the 
symptoms. ARTHUR CHEATLE. 

306. Lack, LAMBERT. A case of angeioma of the soft palate. 

The patient was a girl aged twenty-one years, who had a 
bleeding tumor about the size of a shilling. It had grown rap- 
idly during three months. On removal it was found to consist 
of cavernous tissue. ARTHUR CHEATLE. 

307. JoHNSTON, R. H. Papilloma of the lingual tonsil. 

A male, thirty years old, with obstinate hoarseness of three or 
four months’ duration and syphilis five years before. Lingual 
tonsil hypertrophied on both sides, with deep furrow in the mid- 
dle line. On the left side, tumor about the size of a pea attached 
by narrow pedicle to lingual tonsil. On the epiglottis there is a 
small superficial ulcer. The vocal cords presented anteriorly two 
small ulcerations, The tumor was removed and proved micro- 
scopically to be a benign papilloma. M. TOEPLITZ. 

308. Means, C. S. Tuberculosis localized tn the third tonsil. 

A physician, twenty-nine years old, with a history of hem- 
orrhages, night sweats, fever, loss of flesh, gagging and coughing 
spell in the morning followed by hemorrhages. Temperature, 
99.5°. Chills, night sweats leading to weakness, and temperature 
103.5° set in. A large Luschka’s tonsil with small clots of blood 
over the surface was partially removed and contained numerous 
tubercle bacilli. No bacilli in the sputum. The remainder of 
the growth was also removed. Great relief was experienced from 
the operation, Flesh was regained and no other symptoms since 
then observed. M. TOEPLITZ. 















BOOK REVIEW. 


II.—llanual of Diseases of the Ear, Nose, and Throat. By 
Joun Jounson Kyte, B.S., M.D., Clinical Professor of Otology in 
Medical College of Indiana, etc. 12mo, 595 pp., 160 illustra- 
tions. Full leather, $3 net. P. Blakiston’s Son & Company, 
Philadelphia, 1906. 

The great difficulty in successfully writing a brief manual is to 
know what to leave out, and to apportion an amount of space to 
each subject in relation to its importance. This has not been 
entirely accomplished in the enormous field which the author 
attempts to cover. The chapter on anatomy is well written and 
the illustrations are well chosen ; special reference should be 
made to the illustrations of the lymphatics of the ear and 
pharynx. We fail to find, however, any description of the ex- 
tremely important anatomic peculiarities of the child’s temporal 
bone. The subject of treatment is fully and clearly dealt with, 
and, as is stated in the preface, comprises those methods which 
have been successful in the hands of the author. Considerable 
space is devoted to general information on bacteriology and 
pathology, which seem to the reviewer to be out of place. The 
clinical side of the subject is exhaustive as far as the number of 
lesions is concerned, though not uniform in excellence. To 
mention two examples: The author confuses the terms simple 
and radical mastoid operation. On page 257, “ Bezold’s Disease” 
is given as one of the indications for the radical mastoid opera- 
tion in chronic purulent otitis. In the following pages the 
radical operation for acute mastoiditis and the so-called “ radical 
operation” for chronic purulent otitis are described together 
as if they were at all similar, or one the extension of the other. 
Again, on page 401, an operation on the frontal sinus is described 
as the Killian operation, which is quite erroneous. 

The book has so many good qualities and fulfils an actual want, 
that it is to be hoped that these inaccuracies and the uneven 
treatment of the subject-matter will be corrected in subsequent 
editions. The get-up of the book'‘is very attractive and reflects 
credit upon the publishers. A. K. 





